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Convalescent serum therapy goes back 
at least as far as 1897 when scarlet fever 
convalescent serum was used in treatment 
of this disease. For a long period of years 
its use was almost forgotten. In the com- 
paratively last few years its use has be- 
come increasingly popular. Its value is 
fully established. As you know there are 
serum centers in a number of the larger 
cities where blood is taken from conval- 
escents, tested, stored, and as needed, the 
serum is distributed to the physicians of 
the community. Many valuable data are 
being accumulated and the results obtained 
justify the prediction that the demand for 
convalescent serum will become so general 
as to necessitate the establishment of more 
serum centers. 


MEASLES 


Our first experience in this field dates 
back to the use of adult whole blood from 
individuals recovered from measles a num- 
ber of years previously. These data are 
summarized in a previous paper by my as- 
sociate, C. H. Webb’. 


In the field of passive immunity the work 
of Charles F. McKhann* with placental ex- 
tract is a valuable contribution. McKhann 


*Read at the sixtieth annual meeting of the 
Louisiana State Medical Society at Alexandria, 
April 26, 1939. 


has shown that placental extracts contain 
antibodies against measles, poliomyelitis, 
pertussis, diphtheria antitoxin and anti- 
streptolysin and a substance which blanches 
the rash of scarlet fever. The practical 
result of this work so far is the develop- 
ment of immune globulin from placental 
extract used in the prevention or attenua- 
tion of mealses. This placental extract or 
immune globulin occasionally causes a re- 
action, but does not sensitize and has the 
advantage over convalescent serum and 
blood in its availability and in the small 
dosage required. 


The use of serum from a recent measles 
convalescent is more potent than serum 
from one recovered from measles years 
previously. The highest titer of serum is 
obtained from seven to ten days up to one 
or two months after defervescence. As a 
practical solution the simplest and most 
convenient method is to use the whole blood 
of the parent or a kinsman who has prev- 
iously had measles and inject it immedi- 
ately into the patient. Of course syphilis 
and malaria always should be ruled out. 
The amount of blood required is twice the 
amount of serum desired. The amount 
necessary depends upon the potency of the 
serum, the time which has elapsed since ex- 
posure, the age of the patient, possibly the 
degree of exposure, and whether complete 
protection or only attenuation is desired. 
Results are gratifying and are surprising- 
ly predictable in the majority of cases when 
the date of exposure is known and the 
serum or blood or placental extract is given 
in the incubation period. Two c.c. of im- 
mune globulin is the average dose for chil- 
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dren under three years. Three c.c. of con- 
valescent serum is the minimal dose for 
infants. For older children 0.5 c.c. is given 
for each half year; that is, for ten years, 
10 c.c. is given (Silverman‘). 

If given within five days after exposure, 
attenuated measles is usual. With com- 
plete protection the immunity lasts only 
two or three weeks and cannot be relied 
upon for more than ten days. If attenu- 
ated measles results, active lasting immun- 
ity usually follows. Comparable dosages 
are convalescent serum 5 c.c., adult serum 
25 c.c., whole blood 65 c.c. Modification or 
attenuation of measles by the use of these 
agents usually results in a prolongation of 
the incubation period up to as much as 
thirty days. Clinical symptoms during 
the period of invasion are milder than usual. 
Coryza and photophobia are mild, if not ab- 
sent. Koplik’s spots are often absent. The 
eruption is usually scant, and the general 
symptoms are less marked. Complications 
are rare. 

Levinson and Conner‘ reported on the use 
of measles convalescent serum in the treat- 
ment of 16 cases, 20 to 60 c.c. of the serum 
being given intravenously. The result was 
usually an abrupt fall in temperature. 
There was little effect on the rash, if the 
serum was given after the rash had ap- 
peared. If given before the rash appeared, 
the resulting rash was pale, discreet, and 
the lesions were usually few and they did 
not coalesce. The patients did not appear 
ill. The most marked effect was upon the 
cough. They* recommend 20 c.c. in the 
early catarrhal stage, 40 to 60 c.c. later in 
the catarrhal, and 80 to 100 c.c. after the 
appearance of the rash. They advise giv- 
ing the serum intravenously. 


SCARLET FEVER 


Convalescent serum in treatment has 
given possibly its best results in scarlet 
fever. As in measles the highest titer of 
convalescent serum is obtained from pa- 
tients fairly recently recovered, blood being 
taken from the twenty-first day after the 
disease started to the end of six months. 
Repeated bleedings may be made on the 
same individual provided not over 100 c.c. 
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of blood per week are exceeded. The blood 
is preferably taken when the donor has been 
fasting. The serum centers collect the 
biood, culture and test it with Wassermann 
and Kahn tests. Twenty to thirty serums 
are pooled, preservative added and the se- 
rum put up in ampuls. Any excess of sup- 
ply of serum is usually dried and stored. 


Convalescent serum has the advantage 
over commercial antitoxin in that it is hu- 
man (homologous) and, therefore, there is 
no danger of sensitization or antiphylaxis. 
Levinson and co-workers*® state that pooled 
serum is compatible with any blood group 
and that reactions did not occur following 
intravenous administration of massive 
doses of serum in a large series of cases re- 
ported, although at times there was a 12 
hour rise of temperature. Toomey® states 
that human serum does not cause immedi- 
ate reactions, but he has seen maculo-papu- 
lar rashes develop from seven to fourteen 
days after administration of the serum. 
These rashes are fleeting in character and 
appear like a mild erythema multiforma. 
Hoyne’ says when human serum is used in- 
travenously typing is not absolutely neces- 
sary, but that it may be advisable to type 
the serum against cells. 


Disadvantages of convalescent serum 
ever commercial antitoxin are the lack of 
availability and possibly the low antitoxin 
content of the convalescent serum, although 
antitoxin content is not a proper standard 
of efficacy for comparison as a therapeu- 
tic agent. 

In our series of 30 patients with scarlet 
fever treated with convalescent serum the 
results were most satisfactory. The cases 
varied from mild to severe. Most patients 
were treated with sulfanilamide. In the 
few patients not treated with sulfanilamide 
results appeared equally satisfactory. In 
some cases the results were so good as to 
cast doubt on the diagnosis in the minds of 
the parents. One patient had suppurative 
otitis when the scarlet fever developed; one 
patient developed cervical adenitis which 
did not suppurate; no patients were left 
with permanent kidney damage. No other 
complications developed. 
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In the use of convalescent serum for 
prophylaxis we had one case which might be 
classed as a failure. ‘This child, who was 
in constant contact with an older brother, 
developed scarlet fever on the twelfth day 
after the first injection but was only 
slightly sick one day, having received a 
second injection of convalescent serum 
eight to twelve hours before the rash ap- 
peared. Levinson* reports 97.7 per cent of 
home contacts were protected by prophy- 
lactic injection of convalescent serum. 


WHOOPING COUGH 


Bradford’ of Rochester, New York, re- 
viewed the literature on convalescent blood 
in whooping cough and reported his own 
series of 58 children mostly under three 
years who were given either 10 c.c. of se- 
rum taken in the eighth week of conval- 
escence or of from 10 to 20 c.c. of whole 
blood taken from an adult, usually a parent, 
who had had the disease previously. His 
conclusions were that results were encour- 
aging and that immune blood is probably 
effective in the prevention and modifica- 
tion of whooping cough if given before 
catarrhal symptoms appear. 

Meader'’, analyzing results in Detroit, 
states that 72 per cent of treated patients 
were fully protected. He used 2 to 12 or 
more c.c. of convalescent serum, the size of 
the dose depending on the age of the child 
and the time elapsing since exposure, the 
average dose being 10 c.c. of pooled blood 
serum taken from patients recovered from 
whooping cough. The injection was given 
subcutaneously. Meader says not to expect 
protection when the serum is given after 
half of the incubation period is gone (aver- 
age incubation twelve days). Patients are 
considered a source of infection for four 
weeks. 

Kendrick"! and her associates have shown 
that adults immunized with whooping 
cough vaccine have a potent serum for pro- 
phylactic purposes. Data'* have been ac- 
cumulated which show that antibodies or 
agglutinins, precipitins, complement fixing 
bodies, and opsonins are present in the 
blood of those who have been immunized. 
These bodies begin to appear about three 
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weeks from onset, increase to a maximum 
in a few weeks and then recede to a smaller 
amount in about six months. Any time 
later the body seems to respond rapidly to 
a further increase of antibody when pro- 
perly stimulated. 


It appears from the experience of many 
of those who have had the greatest oppor- 
tunity for study and observation that con- 
valescent serum is a more effective agent 
than vaccine in the prevention of whooping 
cough in children already exposed. Of 
course such immunity is passive and disap- 
pears in two or three weeks and cannot 
actually be counted upon for full protection 
more than ten days. This holds true for 
convalescent serum given for protection in 
cther diseases. 

MUMPS 

Thalhimer'* reports good results in the 
prophylaxis of mumps with the use of con- 
valescent serum, making allowance for the 
difficulty in evaluating results because of 
the slight contagiousness of mumps in com- 
parison with measles, whooping cough or 
scarlet fever. He obtained protection in 44 
of 45 children one to 15 years old given 20 
c.c. of convalescent serum. Another series 
was in a boys’ camp which was exposed to 
three boys with mumps where 16 received 
serum and were protected. The only ones 
developing mumps were two who did not 
receive the convalescent serum. 

Regan'' gave 2 to 4 c.c. of blood serum 
taken from convalescents 10 to 20 days 
after mumps started and felt that it pro- 
tected if given before the seventh day after 
exposure. 

Toomey’ states that 40 to 60 cc. of 
mumps convalescent serum will alleviate 
complications as orchitis or oophoritis. 


CHICKENPOX 


Chickenpox is usually such a relatively 
mild disease that it may be hardly worth 
the trouble to try to use convalescent serum 
in prevention or treatment. Thalhimer' 
used convalescent serum with a large num- 
ber of exposed children and reported con- 
flicting results. It is his opinion that 
chickenpox convalescent serum has some 
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efficiency though it is small as compared 
with measles convalescent serum in pre- 
venting measles. He thinks a dose of con- 
valescent serum less than 40 c.c. is useless. 


POLIOMYELITIS 


In the presence of such extreme differ- 
ences of opinion as to the value of con- 
valescent serum in the treatment of polio- 
myelitis, I feel some hesitation about in- 
cluding it in this discussion. There are 
many who are unwilling to accept at their 
face value the results of Park’s study show- 
ing that non-serum-treated patients fared 
as well as the serum-treated ones. It is re- 
peatedly observed that in individual pa- 
tients treated with serum there is every 
reason to feel that the serum was of marked 
value. There are those who feel that serum 
should not be given and that it may be 
harmful. Even though it is recognized that 
the incidence of paralysis varies consider- 
ably in different epidemics, the experience 
with convalescent serum in Chicago, re- 
ported by Levinson and associates,’ is dis- 
tinctly encouraging. He reports less than 
2 per cent paralysis in over 200 consecutive 
cases. His report shows marked reduction 
in mortality in bulbar cases. 

These results were obtained by striving 
for early diagnosis and the administration 
of massive doses of serum varying from 
100 c.c. to 200 c.c., all given intravenously. 
The same doses were repeated in 12 to 24 
hours unless and until there was a cessa- 
tion of the active infection indicated by 
temperature drop, decrease in prostration 
and arrest in the progress of the disease. 
Other measures, such as complete rest and 
proper muscle care naturally received prop- 
er attention. 

Aycock and Kramer’ and others have 
found that normal urban adults without a 
history of poliomyelitis had blood serum 
with virus neutralizing properties as potent 
as the serums of recovered poliomyelitis 
patients. These studies seem to indicate 
that the serum of one not having had polio- 
myelitis should be as effective in treatment 
as that from a poliomyelitis convalescent. 
In any case it is best to use the pooled 
serum of a number of individuals, for the 
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titer varies greatly with different indi- 
viduals. If the serum is available it should 
be used by preference, but if not available, 
especially if the patient is anemic, mal- 
nourished or in poor physical condition, 
blood transfusions may be of considerable 
benefit. 


In prophylaxis or treatment of these 
various diseases it is well to keep in mind 
the many factors responsible for success or 
failure. The donor of the serum must defi- 
nitely be a convalescent from the disease 
for which the serum is being given, and he 
must not have received convalescent serum 
himself. The more recent the convalescence, 
the more potent the serum. Individual 
serums vary in titer, and, especially in such 
diseases as scarlet fever where different 
strains may not be specific for each other, 
a pooling of serums gives best results, and 
pooling of serums is always desirable. The 
earlier in incubation, the smaller the dose 
necessary, and the better the results. The 
later in the incubation period of the disease, 
the larger the dose must be. The therapeu- 
tic dose of convalescent serum should be 
five to ten or more times the prophylactic 
dose.* 


The method of administration makes 
considerable difference in efficiency. In 
the order of efficiency are intravenous, in- 
traperitoneal, intramuscular, and subcu- 
taneous administration. In this connection 
the following exyeriment is worthy of re- 
cording. Thalhimer and associates'* report 
experimental studies in the absorption rate 
of serum in rabbits: Five minutes after 
intravenous injection of serum, specific 
antibodies were present at maximum titer 
in exactly the dilution calculated on the 
basis of the amount of serum injected and 
the blood volume of the animal. The titer 
of the antibodies studied, agglutinins and 
hemolysins, did not decrease in these nor- 
mal animals until after 24 hours, diminish- 
ing slowly, so that two weeks later a low 
titer was present. 

When the same amount of serum was in- 
jected into the muscles of the hind leg, it 
took 14 to 16 hours on an average for the 
maximum titer to appear in the blood, and 
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its level then was only half that found five 
minutes after the intravenous injection of 
the same amount of serum. The titer began 
to diminish from this lower level 24 hours 
after the serum was injected. It would ap- 
pear, therefore, that the intravenous injec- 
tion of serum is the method of choice, and 
that there is no advantage in following an 
intravenous injection with intramuscular 
injections. 


In using convalescent serum the possi- 
bilities of syphilis and malaria and the pos- 
sibilities of contamination must be con- 
stantly borne in mind. 


SUMMARY 


Measles may be prevented or attenuated 
by the use of placental extract, convales- 
cent whole blood, or serum. Because of its 
availability and the small dose required, 
placental extract is the agent of choice. 
None of the above sensitize the patient to 
subsequent injections. Convalescent serum 
in large doses is often beneficial in the 
catarrhal stage. Later in the disease the 
effects are less noticeable. 


Scarlet fever convalescent serum is high- 
ly effective in both prophylaxis and treat- 
ment. Its use greatly reduces the incidence 
of complications. 


Whooping cough convalescent serum is 
more effective than vaccine in the preven- 
tion of whooping cough in a person already 
exposed. Mumps convalescent serum is 
usually effective in the prophylaxis of 
mumps and large doses may alleviate com- 
plications. 

Results obtained in the Chicago epidemic 
and in individual cases with the use of con- 
valescent poliomyelitis serum indicate ap- 
parent benefit from its use if given in the 
preparalytic stage. The serum from non- 
convalescent adults may be as effective in 
treatment as serum from a poliomyelitis 
convalescent. 

Best and most consistent results are ob- 
tained with pooled serum. The size of the 
dose required depends upon whether at- 
tenuation or prevention is desired, the time 
elapsing since exposure, the size of the in- 
dividual, and possibly the degree of ex- 
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posure. Best results are obtained by intra- 
venous administration, with intraperitoneal 
second and intramuscular injections third 
in efficiency. The question of syphilis and 
malaria or other blood-borne disease, as 
well as the possibility of contamination, 
must be constantly guarded against. 
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DISCUSSION 
Dr. H. Aubrey White (Alexandria): There is 


no question that the prevention of measles is a 
condition which demands that the preventive con- 
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valescent serum be given early, and that period 
is hard to determine because we do not know when 
patients are exposed. They are going to school 
and may have a running nose and slight fever, 
and at this period most patients do; therefore, it 
is a problem when to give the serum to prevent 
the disease. Fortunately, there has been developed 
an immune globulin which if given to known ex- 
posed patients on the fourth day will possibly 
attenuate or prevent the disease entirely. 


We are especially anxious to protect those chil- 
dren we do not want to have measles, for instance, 
a patient I have, a diabetic seven years old. I 
have treated this child since she was 23 months 
old, and fortunately, she is doing very nicely. Her 
brother was taken ill with measles, and then the 
question came up what to do with Mary Jo. On 
the fourth day, I gave her 2 ¢.c. of Squibb’s im- 
mune globulin; on the ninth day, I repeated the 
dose of 2 c.c. and thought for a while she would 
not develop measies. However, on the twenty- 
eighth day, Mary Jo came down with a mild case 
of measles. Fortunate perhaps that she did be- 
cause now she is immune for the rest of her life. 

As to the prevention of whooping cough, there 
is not a lot that has been written. I was able to 
find 14 series of cases for which I have figures 
here, including Bradford’s 58 cases reported in 
1937. Of those given adult whole blood in the 
incubation stage (182 cases in all), 147 did not 
take the disease, 26 had mild cases and seven 
fairly severe cases, a percentage of 3.84. In the 
series of 94 cases given whole blood in the catar- 
rhal stage, 73 had the disease in a mild form and 
21, or 22 per cent rather severe cases. In the 
series of 34 cases given adult whole blood in the 
paroxysmal stage, only one had the disease in a 
mild form and 33, or 97 per cent, quite severe 
cases. Therefore giving adult whole blood in the 
incubation stage will, in a large percentage of 
cases, prevent whooping cough. 

As to poliomyelitis, I believe those of us who 
have to make a living practicing medicine should 
give adult or convalescent serum until we find 
something better. If we give it in the preparalytic 
stage, it does no harm and is probably the best 
treatment we have today. 

Dr. Ruth Aleman (New Orleans): It is my 
opinion that no child under five years should be 
permitted to have measles or whooping cough if 
it can possibly be prevented. 

Sufficiently encouraging results have been ob- 
tained in protecting infants and young children 
from the common contagious diseases by giving 
adult immune serum or whole blood when conva- 
lescent serum can not be obtained. The general 
practitioner who treats children should feel no 
hesitancy in giving whole immune blood or immune 
serum to those exposed to contagious disease in 
whom infection might be disastrous. 


Dr. Paul S. Parrino (Franklin): All this is of 
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interest to the health officer. I think that measles 
and whooping cough are taken too lightly by the 
public. We should have a campaign to educate 
people about the dangers of measles and that 
children under five, especially those under two, 
should be prevented from contracting measles, if 
possible. 

I have a great interest in this immune globulin 
and placental extract and hope there will soon 
be sufficient reports on it so that it will be more 
generally available in public health programs. I 
would like Dr. Lucas to say just what he thinks 
the outlook is now for measles prevention being 
made a part of the generalized public health pro- 
gram, that is, the routine administration of im- 
mune globulin or similar preparation to all very 
young and debilitated children who have been ex- 
posed to measles, or, does he believe that such 
immunization should be kept only in the hands of 
the individual pediatrician. 

Dr. R. T. Lucas (In closing): A great deal of 
data are being accumulated in the use of conva- 
lescent serum which will increas: our knowledge 
of its value and limitations. It is particularly 
effective in the prevention and treatment of scar- 
let fever. As Dr. White said, the date of exposure 
is not easy to establish in some cases. In measles, 
for either prophylaxis or attenuation, whether one 
uses immune globulin, serum, or blood, the results 
cannot be accurately estimated unless the date of 
exposure is known. If there are two or more chil- 
dren in the family and one has measles, you date 
the contagious period from the beginning of symp- 
toms and if the well child is given an injection of 
either of these, it will prevent the development of 
measles in the majority of cases, if given within 
the first few days of the contagious period. After 
the fourth, fifth or sixth day, you usually will not 
get prevention, but will get attenuation. 

Factors affecting the result are the potency of 
the material, size of the child and the period 
elapsing since exposure. It is impossible to be 
absolutely sure whether an individual child would 
have developed the disease or not, but statistically 
his chances of contracting it can be estimated. 
Allowances must be made for failures and it is 
best not to be too dogmatic as a result of your 
successes. 

The value of convalescent serum in poliomyelitis 
is a controversial question. Some physicians will 
not use it. Some even feel that it might be harm- 
ful and do not use it. All of us should have an 
open mind about its possible value. 

Most of us have had cases where convalescent 
serum or whole blood transfusions apparently gave 
good results. In anemic and malnourished chil- 
dren, whole blood may be more beneficial than the 
serum alone. However, it does not contain anti- 
toxin and, therefore, should be given in two to 
two and one-half times the size dose as that of 
the serum desired. 
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The availability of convalescent serum may al- 
ways be something of a problem. 

In answer to Dr. Parrino’s question, let me say 
the immunity to or attenuation of measles by the 
agents now available have considerable limita- 
tions. It seems more the problem of the individ- 
ual physician than of the public health officer un- 
til considerable advances are made, giving this 
procedure more general application. 


oO 
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RADIOLOGY 
VERSUS 
PSEUDO-RADIOLOGY* 


STAKELY HATCHETTE, M. D. 
LAKE CHARLES, LA. 





The object in the presentation of this 
paper is not that of bringing anything new 
in the way of interpretation or improve- 
ment of technic to the radiologist, but 
rather to try to impress upon the general 
practitioner that there are dangers which 
beset our special field of work, and that 
these dangers can best be avoided through 
the employment of a competent radiologist 
who has been specially trained to recognize 
and avoid these dangers. Few errors are 
committed by men who rightfully call them- 
selves radiologists, for Louisiana is singu- 
larly fortunate in having only well trained 
men in this field. Mistakes I have encount- 
ered have been made by men we must call 
“‘pseudo-radiologists” ; that is, general prac- 
titioners and a very few specialists in other 
branches of medicine who were either 
ignorant or forgetful of the elementary and 
fundamental principles of radiology 
whether used for diagnosis, therapy, or 
both. 


FACTORS AFFECTING THE VALUE OF RADIOLOGY 


As all of you know, radiology is a new 
field of medical specialization and, in addi- 
tion to this, it is probably the most valuable 
single aid in the diagnosis and treatment 
of human ailments. Because of this there 
has quite naturally been a normal desire on 
the part of all of us to make the greatest 
possible use of its facilities. Consequently, 


*Read before the sixtieth annual meeting of the 
Louisiana State Medical Society, Alexandria, April 
26, 1939. 
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at least three malignant factors have arisen 
which have grown to such an extent that 
they now seriously affect the life of 
radiology as a specialty, and which, unless 
checked through cooperation and under- 
standing, will be likely to discourage compe- 
tent but thoughtful physicians of the 
future from taking it up as their specialty. 


INADEQUATE EQUIPMENT 


The first of these conditions has been the 
widespread activity on the parts of the 
manufacturers of small, inexpensive x-ray 
machines which has resulted in the place- 
ment of these units in the offices of quite a 
large percentage of non-radiologists in our 
State. Just as one of the soap manufac- 
terers some years ago had the slogan “Is 
there a little Fairy in your home?’, so the 
manufacturers of these small x-ray units 
seem to have adopted the slogan “Is there a 
little x-ray machine in your office?” to ask 
the physicians of today. Their representa- 
tives have not confined themselves to ask- 
ing the question of reputable physicians 
either, but have enlarged it to include every 
irregular practitioner, regardless of his 
cult, who can legally operate one. I seriously 
doubt whether there be a physician any- 
where in the United States, irrespective of 
the size of his town, who has not been called 
upon by one of the charming young gentle- 
men employed as x-ray salesmen and been 
high-pressured by the suggestion that he 
owes it to himself to increase his practice 
and his monthly income by doing his own 
x-ray work. They usually point out that Dr. 
Doe, whose office is just down the street, 
bought one of their machines recently (or 
one made by a competitor which is not nearly 
so efficient as the one they want to place in 
the doctor’s office) and his practice in- 
creased to such astounding proportions that 
he is hardly able to take care of it. Few 
are the physicians, I am sorry to say, who 
take the time and effort to check up on 
such statements. In addition to this, they 
will tell you that your own office girl can 
be taught to make excellent films in just 
one day’s time and that all the physician has 
to do is interpret his own films which they 
represent as being ridiculously easy. They 
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will tell you that you can do your own in- 
dustrial work by setting fractures under 
the fluoroscope but usually fail to mention 
that such a thing is fraught with danger 
for both the physician and his patient. It 
has been my personal experience to have 
seen several patients who have thus re- 
ceived severe x-ray burns, three physicians 
suffering from acute burns of the hands, 
about seven physicians suffering from 
severe atrophic changes of the fatty tissues 
of the hands, one who had had to have both 
hands amputated because of x-ray burns, 
and two more who have since died as a re- 
sult of cancer of the hands which resulted 
from x-ray burns and which progressed to 
general metastases. As I have just said, 
these things are “overlooked” in sales talks. 
To continue, they tell the physician that he 
should experience no difficulty in making 
examinations of his patients’ chests, hearts, 
gastrointestinal tracts, or anything else he 
might desire, and so make such a favorable 
impression upon his patients that he should 
be able to pay for the machine in a year at 
the most. Before leaving general practice 
to specialize in radiology I was told all of 
these things so I know, from personal ex- 
perience, that such sales talks are made. I 
am sure that many of you can bear me out 
in my statements for those of you who have 
been overlooked are more fortunate than 
you realize. 


INADEQUATE TRAINING 


Out of this super-salesmanship has arisen 
the second malignant factor threatening 
radiology, which is pseudo-radiology. After 
a physician has gone to the expense of 
putting in an x-ray machine, it is only 
human nature that he should try to handle 
as much of his x-ray work as possible. For 
some reason, it seems that this otherwise 
intelligent physician who has bought the 
machine continues to believe the salesman’s 
statements and he thinks the making of 
films of bone injuries and the interpreta- 
tion of the findings to be very, very simple. 
What has occurred as a result of this? The 
result is that there are many physicians 
who are absolutely unfamiliar with the 
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normal roentgenologic appearances of nor- 
mal bones and joints, of normal chests, of 
normal gastrointestinal tracts, making their 
own films in their own offices, interpreting 
these films, and even basing their treat- 
ments on these x-ray diagnoses. Unless 
the courses of study in our medical schools 
here in the South have been changed 
radically since my graduation twelve years 
ago (and I do not believe that they have), 
it is impossible that the average general 
practitioner could obtain the barest essen- 
tials of radiologic work unless he had spent 
some time and considerable effort in the 
study of radiology in some hospital having 
a good radiologic department. How many 
of these men owning and operating small 
x-ray machines have had the time and 
money required to do such a thing? I am 
afraid that there are not many, and I, per- 
sonally, do not know of a single one. At 
best, the untrained man usually makes in- 
adequate examinations, frequently makes 
incorrect interpretations, and yet he will go 
right ahead and base the rationale of his 
treatment upon such a foundation. Is it 
any wonder why patients so often become 
disgusted with, and distrustful of, the field 
of radiology or, in the light of what has 
previously been said, can the patient be 
blamed if he is afraid of getting burned? 
In fairness, I must state that burns are 
not nearly so frequent now as they were in 
the days when machines were difficult to 
regulate or control, but they still occur 
often enough for patients to know of them 
and to be afraid of irradiation. 


As an extreme example of a diagnostic 
error committed in my section of the state 
by a general practitioner who owns and 
operates an x-ray machine, a woman from 
my city went to this man’s town for exami- 
nation. He fluoroscoped her abdomen 
without following up with the making of a 
film, without the aid of contrast media of 
any kind in the uterus and tubes or the in- 
testinal tract, without her having assumed 
any position other than the erect, without 
even the simple aids of accommodating his 
eyes to darkness or palpation of the abdo- 
men during fluoroscopy, and he frightened 
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her very badly by telling her that she had a 
large ovarian cyst. She consulted a surgeon 
who disregarded this diagnosis and who 
sent her to me for a “flat-plate’”’ examina- 
tion of the abdomen to look for urinary 
calculi. A large, stag-horn calculus was 
found in the pelvis of the right kidney. Its 
removal resulted in a complete cure of her 
condition. I do not cite this example as be- 
ing the usual result of fluoroscopic or 
roentgenographic examinations by un- 
trained men, for such is not the case. The 
operator of this particular x-ray machine 
seems to have a flair for the fanciful in his 
fluoroscopic diagnoses, yet he has a very 
large following in southwest Louisiana and 
throughout a good portion of east Texas. 
He gives what he calls “a fluoroscopic ex- 
amination”, a physical examination, a bottle 
of pink medicine and a box of pills, all for 
six dollars. If x-ray films are made the 
price is a little more. Examinations of this 
kind, which the public calls x-ray examina- 
tions, have done a great deal to undermine 
public confidence in radiology throughout 
my whole section, for this man claims to 
base all of his diagnoses on his so-called 
x-ray examinations, calls the family and 
friends in to witness the wonders of his 
fluoroscopy and, if his treatment fails, the 
patients draws the conclusion that x-ray ex- 
aminations are inaccurate. 


Once again, I would impress upon you 
that this sort of thing is not characteristic 
of those operating small x-ray machines. It 
is only the extreme example of one man. 
The vast majority of owners of these small 
units are honest, conscientious men who do 
their best in their patient’s behalf. I do say, 
however, that most of the operators of these 
small machines are daily putting them- 
selves in the dangerous position of making 
possible incorrect diagnoses or giving im- 
proper therapy due to their lack of training 
in either interpretation or treatment and, 
though their intentions may have been only 
the best, a missed or mistaken diagnosis or 
improperly administered radiation therapy 
may result in serious consequences for both 
the physician and his patient. 
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INADEQUATE CONCEPTION OF LAITY 


The third malignant condition which en- 
courages pseudo-radiology may perhaps be 
ascribed to its youth when compared to the 
other specialties. It is the general lay im- 
pression that roentgenograms and x-ray 
machines are simply pictures and picture 
taking machines. I am sorry to say that 
there are also a few physicians who have 
progressed so little as to share the same 
opinion and, when telephoning the radiolo- 
gist to make an appointment for a patient, 
one might get the idea that they are calling 
a professional photographer to request a 
“sitting” for a portrait. Learned judges in 
some of the states of the United States have 
even gone so far as to hold that a roent- 
genogram is an x-ray photograph and that 
neither the making nor the interpretation 
of these films was necessarily a part of the 
practice of medicine. One state that I know 
of has a judge who recently held that while 
a chiropractor could not prescribe an enema 
because it was necessarily an act of the 
practice of medicine, yet he could make and 
interpret x-ray films because neither of 
these acts was a part of the practice of 
medicine. Donaldson,' in his book entitled 
“The Roentgenologist in Court,” cites num- 
bers of similar incidents in others of our 
states. If our learned courts have no bet- 
ter concept of the interrelationship of 
radiology and medicine, and with so many 
medical men seemingly obtaining their en- 
tire radiologic educations from x-ray sales- 
men, perhaps the general practitioner 
should not be blamed too much for his 
honest conviction that his opinion regard- 
ing the findings on a roentgenogram or his 
ideas regarding radiation therapy are fully 
as good as those of a well trained radiolo- 
gist. Yet, how many of these men would 
buy a cystoscope and consider themselves 
urologists or purchase a scalpel and con- 
sider themselves as competent surgeons? 
The comparison seems rather ridiculous 
when first thought of, but careful consid- 
eration will show the underlying principles 
to be the same. Some of these general prac- 
titioners with x-ray machines feel that we 
radiologists are jealous of the work they 
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take away from us and that we are trying 
to keep it for ourselves. I assure you that 
such is not the case. Most of these patients 
who are x-rayed by the general practitioner 
eventually come to the radiologists anyway. 
QUALIFICATION FOR CERTIFICATION OF 
RADIOLOGISTS 

The radiologist knows that both roent- 
genographic interpretation and radiologic 
treatment require an exactitude that tries 
the patience of the general practitioner, an 
expert knowledge of all conditions that 
might be met with, a constantly changing 
technic, and a thorough knowledge and 
understanding of clinical medicine and 
surgery. In recognition of the need of this 
training, the American Medical Association 
now refuses to list anyone as being a 
radiologist in their Directory unless that 
person has proved his knowledge of radi- 
ology by passing the examinations of the 
American Board of Radiology. Before tak- 
ing these examinations the applicant must 
have: 

1. Graduated from a medical school of 
the United States or Canada that is recog- 
nized by the Council on Medical Education 
and Hospitals of the American Medical 
Association. 


2. Completed an internship of not less 
than one year in a hospital approved by the 
same Council. 

3. Had three years’ training in radiology 
or sufficient experience in lieu thereof. 

On January 1, 1942, the American Board 
of Radiology has announced that a special 
course of training will be required of all 
applicants who wish to take their examina- 
tions. This special training will require 
that: 


1. The applicant must have had a 
special period of study after the intern- 
ship of not less than three years in an in- 
stitution or radiolgic department recog- 
nized by the same Council and the Board of 
Radiology as competent to provide a satis- 
factory training in the field of radiology, or 
equivalent training acceptable to the Board. 

2. This period of specialized training 
shall include: (a) Graduate training in 
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pathologic anatomy, radio-physics and 
radiobiology; (b) an active experience of 
not less than twenty-four months in a 
radiologic department recognized by the 
Board and Council as capable of providing 
satisfactory training; (c) examination in 
the basic sciences of radiology as well as in 
the clinical aspects thereof. 


These increasingly difficult requirements 
are in keeping with the policy of the Ameri- 
can Board of Radiology of constantly trying 
to improve the high standard you should ex- 
pect of your radiologist. 


CONCLUSION 


With what has previously been said as its 
basis, would it not be possible for organized 
medicine in Louisiana to follow the lead of 
the American Medical Association in set- 
ting up certain minimal requirements that 
must be met before one may class himself 
as a radiologist? It seems only reasonable 
to ask that those who have so educated and 
equipped themselves should be recognized 
as better prepared to use x-rays and radium 
in the diagnosis and treatment of disease by 
these methods, and I believe that the gen- 
eral practitioner and the public, as well as 
the radiologist, would profit by it if some 
kind of limitations might be placed upon 
the employment of these dangerous agents 
by physicians who have not been educated 
and trained in their proper uses. 
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DISCUSSION 


Dr. G. C. McKinney (Lake Charles): If I inter- 
pret Dr. Hatchette’s paper correctly, it would not 
condemn so much the man who is not a radiologist 
who does x-ray work, but is aimed at the situation 
that makes such a thing possible. The general 
practitioner needs the same foundation to do x-ray 
work as pathology or any other specialty in the 
practice of medicine. Probably the trouble has 
arisen from the fact, I think, that the general prac- 
titioner looks on the x-ray film as a picture. There 
is no such thing as an x-ray picture, and we will 
never get far if the general practitioner will not 
learn that. The x-ray film shows differentiation 
of tissue and what we must be able to do is trans- 
late that into terms of pathology. 

I have seen a general practitioner go into court 
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and testify that the normal white lines found trans- 
verse to long bones were fractures; and that the 
sesamoid bones normally found under the great toe 
were scar tissue as result of tendon tear. I have 
seen an orthopedic surgeon make a diagnosis of 
Ewing’s sarcoma when the film literally shrieked 
syphilis. 

Dean Lewis collected thirty cases in which am- 
putation had been done for bone sarcoma which 
proved to be syphilis in every case. 


Dr. Waldemar R. Metz (New Orleans): I would 
just like to add a word of emphasis to this very 
timely paper that the doctor has brought to us this 
morning. I think the title of it might well have 
been, “The Use and Abuse of X-ray.” Added to 
what he has quoted of some cases of x-ray burns 
following injudicious use of radiotherapy, I want 
to present to you this morning one of these major 
catastrophes. 


(Showing slides) This lady was referred to me 
by one of our dermatologists with a view to plastic 
repair for cicatricial contractures of both hands 
and forearms. For a period of years she had been 
receiving x-ray therapy for some type of eczema, 
the dosage of the x-ray never having been tabu- 
lated. She presents as you see, besides the scar- 
ring and contracture of both hands and forearms, 
a large ulcerated area at the wrist on the radial 
side of the right arm. This has proved to be a 
basal cell carcinoma, which promptly recurred 
after wide excision with the electro-surgical unit. 
The malignancy had penetrated into the wrist 
which necessitated amputation of the arm at the 
upper third. You will see on the left forearm on 
the flexor surface an ulcerated area about the size 
of a half dollar which proved on biopsy to be a 
squamous cell carcinoma, which did not recur fol- 
lowing wide excision. 

The next slide shows a tubed pedicle graft from 
the abdomen covering the flexor surface of the 
forearm and also the dorsum of the hand which 
presented keratosis and revealed on biopsy to be 
active epithelioma. She has at the present time a 
fairly functioning hand. You will agree, I am sure, 
what tragic result has followed the use of x-ray 
therapy either from carelessness, ignorance or 
poor judgment or lack of keeping tabulated rec- 
ords of dosage. Dr. Hatchette is to be compli- 
mented upon his emphatic criticism. 

Dr. H. G. F. Edwards (Shreveport): There is no 
question but what Dr. Hatchette’s paper presents 
a lot of food for thought. Unfortunately, in my 
honest opinion, it does not strike at the true funda- 
mental wrong which he has tried to bring forth. I 
have been practicing radiology almost twenty 
years in the State and have known every x-ray 
salesman in this State and many other states, and 
I can truthfully say that I have found them all to 
be first class gentlemen, and I know Dr. Hatchette 
knows all of them, and they are very splendid sales- 


men. I think they should be complimented for 
their salesmanship rather than censured for it. 
Why should you censure x-ray salesmen any more 
than automobile salesmen because highway acci- 
dents are increasing every day. The truth of the 
matter is that the whole trouble is in a disor- 
ganized medical profession. It is the medical pro- 
fession that must have a house-cleaning of its own 
first. As for myself, I wish to encourage the prog- 
ress of medicine. I see physicians here who have 
purchased x-ray outfits who are not radiologists; 
they are specialists in their particular branch, and 
I am sure just as efficient in their particular 
branch as I am in radiology. The Board of 
Radiology, and other boards throughout this 
country are trying to correct the trouble. The 
trouble is that the medical student is not taught 
the fundamentals of radiology which he should be 
and which he is being taught in many of the East- 
ern schools, but not in the Southern schools. In 
the Eastern schools they are taught osteology and 
along with it, the normal roentgenologic findings, 
and when they are taught the gastrointestinal 
tract, they are taught the normal gastrointestinal 
findings, and they know a patient does not have 
gastroenteroptosis when he is an asthenic indi- 
vidual. 


Dr. Hatchette brought out another point about 
the individual who buys an x-ray machine and 
builds up a lucrative practice without training. 
You must not blame the x-ray salesman for selling 
X-ray machines; you must put the blame where it 
belongs—on the medical society. 


Burns do not always occur in the hands of the 
inexperienced man who uses the x-ray. I have had 
them occur on my hands. I have seen them come 
from more capable hands than my own. They 
sometimes occur when we are not able to reason 
why they occur. I am sure that Dr. Hatchette 
does not mean that the installation of small x-ray 
units throughout the country should be discouraged. 
I know of men throughout the Northern section 
of Louisiana, and the Southern section too, who 
are turning out better x-ray films than some of the 
so-called radiologists in this State. They are able, 
notwithstanding Dr. Hatchette’s statement, to 
learn by the modern technic to make excellent films 
in just a few days’ time. I do not say interpre- 
tation of the film is an easy affair. I have some 
of my friends who have put in x-ray machines and 
who see only an occasional skull and yet attempt 
to make an interpretation, but I am not attempt- 
ing to tell them what they shall or shall not do. I 
know as well as anyone else knows that skill only 
comes from burning the midnight oil, having a 
large number of patients on which to draw con- 
clusions. I am certainly not in favor of stemming 
the progress of the practice of medicine by saying 
that small units should not go in. I am in favor 
of it. 
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THE ROENTGENOLOGIC DIAGNOSIS 
OF CERTAIN APPENDICULAR 
CONDITIONS 


ANTONIO MAYORAL, M. D.+ 


NEW ORLEANS 


Whenever I speak or write about appen- 
dicitis, I feel apologetic. So much has been 
said about it that nothing new remains to 
be said; yet I believe that roentgenology 
has not been given its due credit when 
studying the appendix. To claim some 
credit for roentgenology is my excuse for 
writing. 

Every reader will agree with me when 
I state that x-rays have no place in the 
diagnosis of acute appendicitis. Some un- 
doubtedly will take with “a grain of salt” 
the x-ray diagnosis of chronic appendicitis, 
but I feel sure that most of you will agree 
with me when I affirm that there is a 
positive value to roentgenologic study of 
the gastrointestinal tract and its aid in 
diagnosing foreign bodies in the appendix, 
and in localizing misplaced adhered appen- 
dices, and adhesion between this and other 
organs causing symptoms always obscure 
and sometimes annoying. Roentgenograms 
are of value not only in diagnosing such 
conditions, but also in leading the surgeon 
to the site of the appendix, avoiding there- 
by unnecessary handling of the intestines 
and shortening the time of the operation, 
both important factors in the future well 
being of the patient. 

Our ward surgeons are very thorough 
in their study of patients, and ask freely 
for my cooperation when examining the 
gastrointestinal tract. With very few ex- 
ceptions the tract is studied in its entirety 
and when any suspicion is aroused, the 
colon is restudied by a barium enema. In 
the past five years, while doing these rou- 
tine examinations, a sufficient number of 
guilty appendices have been found to 
justify this paper. To this small but im- 
portant group my remarks will be con- 
fined. 


+From the Department of Radiology, U. S. 
Marine Hospital and the Tulane University of 
Louisiana. 


MAYORAL—Roentgenologic Diagnosis 


HISTORY 


Some of these patients give a history 
suggestive of previous acute attacks. Most 
of them do not give this history; the symp- 
toms have appeared gradually, they are 
vague but annoying. As a rule there is no 
tenderness over McBurney’s point; how- 
ever tenderness somewhere else, usually 
over the misplaced appendix, can be elicited. 
Adhesion of the terminal ileum may cause 
partial intermittent obstruction with a 
mass in this region that may lead to the 
erroneous diagnosis of terminal ileitis or 
the appendix may be adhered to the gall- 
bladder or under the surface of the liver, 
suggesting gallbladder pathology, or duo- 
denal ulcer. 


AGE AND SEX 


All of our patients have been male 
adults, this of course being due to the fact 
that male patients constitute the bulk of 
our admissions. 


DIAGNOSIS 


The clinician can suspect the condition 
but the diagnosis is entirely roentgenologic. 
These appendices can be found by either 
barium enemas or gastrointestinal studies. 
In cases of foreign bodies (fig. 1), the 

















Figure 1 
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diagnosis can be made on a plain film. One _ illustrate two cases, the first found while 
point in technic I feel should be empha- doing routine gastrointestinal examination, 
sized: The diagnosis depends entirely on the second during a barium enema; both 
one’s ability to fill the appendix with the presented vague symptoms, relieved by ap- 
opaque media, this sometimes can be done Pendectomy. Figures 3A and 3B are films 
very readily, but at times the use of a thin 
meal or enema will be necessary to accom- 
plish this purpose. Figures 2A and 2B 
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Figure 3A 























Figure 3B 


taken of another patient. Here the ap- 
pendix is under the liver and during opera- 
Figure 2B tion was found very adherent to it. Figure 
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3B shows terminal loops in the intestines 
adherent to the cecum in the neighborhood 
of the appendix, and it is my belief that 
these loops caused most of the patient’s 
symptoms. This fact should be kept in 
mind by the surgeon, as simple amputation 
of the appendix will not relieve all of the 
patient’s trouble; the adherent loop should 
be freed. Figure 4 reveals an appendix 











Figure 4 


adhered close to the vertebral column, 
beaded and retentive. This patient had 
vague symptoms suggestive of duodenal 
ulcer. 
SUMMARY 
The cases presented are only a few 
selected at random from this group of pa- 
tients that in my opinion are demonstra- 
tive of the usefulness of the x-ray in diag- 
nosing and localizing chronically inflamed 
and adherent appendices. 
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THE DANGER OF ECBOLICS 
WITH REPORT OF A CASE OF CINCHONISM 


HENRY J. DAUTERIVE, M. D. 
AND 
ORIEN E. DALTON, M. D. 


NEW IBeriA, LA. 





In the past few years the medical profes- 
sion has made great strides in educating 
the public to the dangers attendant to crim- 
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inal midwifery. Women have come to real- 
ize more completely the threat of future 
health, fertility, and even life, of mechanic- 
ally induced criminal abortions. This real- 
ization has not been attained without its 
drawbacks, however, for it has turned the 
attention of the undesirably pregnant wo- 
man into other channels, which in our ex- 
perience has not always been a lesser evil. 
It is to stress this point that we have writ- 
ten this paper and incorporated a case re- 
port of one especially severe case. 

The pregnant woman who wishes to 
terminate her gestation will first consider 
methods of the greatest secrecy, procedures 
which she can undertake alone. Failing in 
this, some friend is usually consulted for ad- 
vice. In either alternative, the answer will 
usually be some medicament. And so the 
course to be followed is usually decided 
upon, stress being placed on the fact that 
large amounts of the drug are necessary. 

No drug has yet been uncovered that can 
be used with impunity to induce abortion. 
The drug selected by the unsuspecting vic- 
tim is usually one of the ecbolics, or em- 
menagogues in ecbolic dosage. She has 
heard of this or that friend in whom labor 
had been inducted by using “castor oil and 
quinine’’, so she reasons that if this suffices 
so late in the course of a pregnancy, it 
should much more readily suffice early. 

A few of the mainly misused so-called 
“eebolics” are: Ergot, quinine, pennyroyal, 
oil of rue, strong purgatives, cotton root 
bark, berberis, and pilocarpine. In addi- 
tion to these, there are certain emmena- 
gogues, sometimes quite efficacious when 
selected to proper case and dosage, which 
have been abused by lay malpractices. 
These are, in the main: Asafetida, tansy, 
and apiol, plus ergot and quinine, also 
listed as ecbolics. 

Of the foregoing lists, the one the public 
is most acquainted with is quinine. It can 
easily be obtained by simply asking for it 
over the drug counter, as did the patient 
whose history is given below. 


CASE REPORT 


Mrs. W. L. S., a white female, 24 years old, was 
seen by one of us (H. J. D.) one and a half years 
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ago, at which time she was delivered of a normal 
male child. Postpartally she developed a badly 
eroded cervix which led us to advise her to have 
electrocoagulation. All suggestions of surgical 
therapy were declined. The symptoms dependent 
upon a pelvic cellulitis and bilateral salpingitis 
were controlled fairly effectively by Elliott treat- 
ments. A foul cervical discharge containing coccal 
forms and cellular detritus, but no specific organ- 
isms, persisted. 


Having a morbid dread of another pregnancy, 
when four weeks past her regular menses, she 
sought the counsel of a friend who advised her to 
take quinine and castor oil. Over a period of eight 
hours she took fourteen ten grain capsules of qui- 
nine sulphate and two ounces of castor oil. Her 
intention had been to take 160 grains of quinine, 
but, at the end of her tether, she gave up and 
called us in. When seen (O. E. D.) she was found 
tossing about the bed, the facial musculature spas- 
modic. The pupils were dilated completely and 
fixed, no response being elicited to light. She 
could hear only when spoken to in a near scream, 
and complained of great dizziness and tinnitus. 
Urgency being obvious, we lavaged the stomach 
with warm water, first withdrawing about an 
ounce of greenish solution of gastric content and 
the ecbolic. One ounce of warm solution of mag- 
nesium sulphate was left in the stomach. A warm 
soap-suds enema was given. Temperature was 
97.2° F., blood pressure was 148/106, the heart 
rate 116 per minute and respiration 19 per minute. 
Despite the blood pressure and heart rate, we 
administered 10 minims of a 1:1000 solution 
epinephrine. Sodium bromide, in 10 grain doses 
for three hourly doses and every six hours there- 
after, was prescribed. 

Seen six hours afterward she was somewhat 
appeased, less confused mentally, could hear better, 
and was partially relieved of the tinnitus. She 
had begun to have a slight amount of vaginal 
bleeding, but the most careful gross examination 
failed to reveal evidence of an ecbloma. At six 
hours, she was having a great deal of generalized 
abdominal pain which we ascribed to the incurred 
medicament gastroenteritis. 

At sixteen hours, hearing was normal, the tinni- 
tus had ceased entirely, and vision had returned 
to the extent that forms could be outlined. At 30 
hours, colors were distinguished and features dis- 
cernible, but hazy. Seven days after the onset, 
the pupils were down to 4 mm., reacted readily to 
light, sluggishly to distance, and the patient could 
with some difficulty read newspaper print. The 
retinae were inspected at the initial visit, after 
six hours, and daily thereafter. Initially there 
was a general retinal congestion which persisted 
at six hours, but retinal restitution appeared 
grossly normal from the first 24 hours onward. 

This patient returned to us five weeks after 
the acute episode. She had up to that time been 


amenorrheic, and she still had her previous morbid 
dread of pregnancy, from which psychotherapy 
failed to separate her. 


Demanding definite evidence as to whether she 
was pregnant or not, when she could only have 
been two-and-one-half months so, we examined her 
and found the breasts secreting slightly (her 
youngest child then fourteen months old), the 
uterus enlarged to two fingers above the symphy- 
sis, the cervix eroded and greatly enlarged. In 
addition there was a bilateral subacute salpingitis 
and a right tubo-ovarian mass about 3 by 5 cm. 
Friedman test reported negative. Three weeks 
later, she began a ten day dysmennorhea which 
was controlled symptomatically. 

This case completely exemplifies the 
symptomatology of a case of “cinchonism”’, 
with the spasms of facial musculature, gen- 
eral mental confusion, blindness, deafness, 
tinnitus, hypopyrexia and muscular weak- 
ness. 

We know quinine to be one of the com- 
mon drugs producing reactions on an ana- 
phylactoid basis, acting as a general proto- 
plasmic poison with a toxic affinity for all 
types of cells. In spite of this, however, 
we are quite certain that the manifestations 
observed in this case were founded on an 
intolerance basis and not that of an allergy. 
Quinine allergy would have expressed it- 
self cutaneously or in some hemic manner, 
as perhaps thrombocytopenic purpura. 
This latter was definitely absent on blood 
smears made during the acute episode and 
three weeks afterwards. As an after- 
thought, we wondered if this patient might 
not have developed an idiosyncrasy to the 
drug as a result of the acute episode. Ac- 
cordingly, a 1:1000 solution of quinine was 
introduced onto an area of scarified skin 
and observed for one hour, at six hours, 12 
and 24 hours. The result was negative, lo- 
cally and systemically. 


The fatal dose of quinine is usually esti- 
mated at about 120 grains. The dose had 
been exceeded in this case. What then 
could have been the factor influencing the 
ultimate favorable outcome? It is our 
opinion that one of the drug’s own side ac- 
tions defeated a fatal outcome. This it did 
by the gastroenteritis it incurred, thus con- 
siderably decreasing the absorbability 
through the small intestine. The castor oil 
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too may have had a similar beneficence, as 
also the magnesium sulphate we left in the 
stomach after lavage. - Ordinarily quinine 
is a drug with a fairly low absorption index 
and this is further decreased by an enter- 
itis. 

The accepted treatment of cinchonism is 
a frugal symptomatic regimen, in the main 
comprised of doses of sodium bromide and 
hypodermic epinephrine. The bromide is 
used for the sedation it imparts, and in no 
other way can be said to deter the cinchonic 
symptoms; epinephrine has been applied to 
most cases with a two-fold aim: as a circu- 
latory stimulus and blood pressure elevator, 
and in its usual role to prevent the shock of 
an anaphylactoid crisis. 

Features of this case that were atypical 
were the elevation of blood pressure and in- 
crease in heart rate. Quinine purportedly 
will, in large doses, cause an appreciable 
fall in pressure by decrease in responsive- 
ness of the vagi, and by direct depression 
of the blood vessels. Fearing a secondary 
fall in pressure, we administered the epine- 
phrine. The fall in pressure six hours later 
was, we felt, partially abetted by the drug 
and justified its use. Temperature sub- 
normalcy was in keeping with the in- 
creased heat loss by hydremia, wherein lies 
the drug’s antipyretic efficiency. 

The retinal hyperemia we noted on oph- 
thalmoscopic examination is contradictory 
to the usual finding, a retinal anemia. This 
retinal anemia is usually attributed to spasm 
of the retinal vessels induced by central ac- 
tion of the drug. Optic atrophy, a reported 
sequela in some cases of cinchonism, fortun- 
ately did not develop. The patient did, 
however, suffer a non-progressive low myo- 
pia. 

The accepted explanation for the ear 
changes has been that the drug exerts a spe- 
cific toxicity on the cells of the spiral gang- 
lia. This is true, plus the internal ear con- 
gestion, which it may be said, seme authors 
attribute to agonal and postmortem change. 

It has been suggested that where large 
doses of quinine are necessitated, hydro- 
bromic acid in full doses be given in con- 
junction to prevent cinchonic phenomena. 
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SUMMARY 


Here we have a patient who, in an at- 
tempt to induce abortion by use of one of 
the commoner ecbolics, ingested more than 
a fatal dose of the drug, jeopardized life 
and senses, and as fate would have it, was 
in reality not pregnant. As we pointed out 
in our introduction, cases of this sort are 
coming before us in increasing numbers. 
We cannot too sternly admonish those pa- 
tients who do so, or those whose counsel has 
so endangered them, not to treat themselves. 
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HYSTEROSALPINGOGRAPHY 
A VALUABLE ADJUNCT IN GYNECOLOGIC 
DIAGNOSIS* 


THOMAS BENTON SELLERS, M. D. 
JOHN T. SANDERS, M. D. 
AND 
JOHN J. YOUNG, M. D. 


NEW ORLEANS 


The roentgen ray has played a most im- 
portant role in the diagnostic realms of 
most specialties. The gynecologists of 
America, as a whole, have been reticent in 
utilizing this most valuable measure, al- 
though for many years it has been used by 
a few gynecologists in determining the 
cause of sterility. It is my desire, in the 
short time allotted me, to present the prac- 
tical application of hysterosalpingography, 
hoping that many of you may adopt this 
most valuable procedure as an integral part 
of your armamentarium, holding sacred the 
abdominal cavity and performing laparoto- 
mies only when certain definite indications 
exist. 


INDICATIONS FOR HYSTEROSALPINGOGRAPHY 


Any new procedure that requires special 
training will be condemned by many with- 
out giving it a trial and poorly handled by 
some, but intelligently employed by others. 
Hysterosalpingography has proved itself of 
value in the following conditions: 

1. It reveals the size, shape and position 
of the uterus and any abnormalities that 
may be present. This information is par- 
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ticularly valuable in obese and hypersensi- 
tive individuals in whom satisfactory bi- 
manual examination is impossible. 

2. Hysterosalpingogram not infrequent- 
ly reveals occlusion of one or both tubes, 
resulting from previous pelvic pathology, 
in spite of a negative history and negative 
gynecologic findings. 

3. In the study and therapy of sterility, 
hysterosalpingography enables us to visual- 
ize the fallopian tubes and to determine 
whether or not they are partially or totally 
occluded as well as the exact site of oc- 
clusion. 

4. It aids in the diagnosis of uterine 
tumors and occasionally in making a dif- 
ferential diagnosis between ovarian and 
uterine tumor masses. 

5. Often it is an aid in making a dif- 
ferential diagnosis between tumors of the 
uterus and those of the cecum or sigmoid 
colon. 

6. In the study and management of dys- 
menorrhea, the graphic demonstration of 
the contour of the uterine cavity as por- 
trayed on the x-ray plate is a distinct ad- 
vantage. I believe with Mathieu and others 
that the chief reason for failure in the 
treatment of dysmenorrhea is that this 
problem is not usually attacked in true sci- 
entific medical style. Notwithstanding the 
fact that cervical stenosis as a cause of dys- 
menorrhea is a controversial point, it is a 
definite cause, and the roentgen ray is of 
inestimable value in the study of these 
cases. 


OBJECTIONS TO HYSTEROSALPINGOGRAPHY 


At this time, I will attempt to answer 
some of the more common objections to this 
procedure. 

1. It is fraught with certain dangers. 
We believe that these are negligible with 
the more recent developments in technic 
and with the newer contrast media now 
being used. 

2. Many of the pictures are not con- 
clusive but they are an indispensable ad- 
junct in making a differential diagnosis 
when the findings are evaluated in con- 
junction with the history, physical and 
clinico-pathologic findings. 


305 


3. It is expensive. This, no one can 
deny, but it is the most scientific approach 
to many obscure gynecologic problems and, 
on the average, is more economical than 
the empirical administration of hormonal 
therapy which is not only expensive but 
also time-consuming and possibly harmful. 


The dangers and objections to hystero- 
salpingography were largely due to the con- 
trast medium itself, namely lipiodol. Since 
the development of non-irritating and ab- 
sorbable media, such as viscous skiodan, 
most of the danger and objections have 
been eradicated. A comparison of lipiodol 
and viscous skiodan appears elsewhere in 
this paper. 

CONTRAINDICATIONS 


1. Hysterosalpingography is contraindi- 
cated in patients suspected or known to 
have pelvic inflammatory disease or ad- 
vanced cardiac lesions. 

2. In pregnancy, although it has been 
reported (Jarcho) that a frank attempt at 
therapeutic abortion by the injection of 
contrast medium ended in failure. 

3. During the menstrual period or dur- 
ing any vaginal bleeding because of the 
danger of forcing endometrial tissue into 
the tubes and pelvic cavity. 

4. Questionable carcinoma of the uterus, 
as there is danger of disseminating the 
malignant cells. 


SELECTION OF OPAQUE MEDIA 


Since 1921, iodized oil has been used for 
injection into the uterus and fallopian tubes 
for the purpose of x-ray visualization of 
the structures. I used it routinely until re- 
cently when it was discarded in favor of 
viscous skiodan, as suggested by Titus. 
Viscous skiodan (mono-iodomethane sul- 
phonate of sodium) in a 40 per cent 
aqueous solution combined with a 20 per 
cent solution of acacia is a contrast me- 
dium offering none of the disadvantages of 
lipiodol and most of the advantages. (This 
solution is dispensed by the Winthrop Com- 
pany ready for use.) This aqueous mixture 
of viscous skiodan is a non-irritating, non- 
toxic, absorbable substance that gives x-ray 
pictures, perhaps, more clearly defined 








306 


than those obtained by the use of lipiodol. 
So far as we know, viscous skiodan leaves 
no residue in the tubes to produce total 
occlusion in partially patent tubes as lipio- 
dol is reported to do (Rubin). The contrast 
medium is completely absorbed, and here 
lies a possible objection to the universal use 
of viscous skiodan. With lipiodol, a 24 hour 
x-ray plate may be taken to determine its 
actual presence in the peritoneal cavity, 
thus demonstrating beyond doubt tubal 
patency; on the other hand, the viscous 
skiodan is absorbed and excreted in the 
urine within a few hours, making subse- 
quent plates valueless. Table 1 will show 
the relative merits of these two popular 
contrast media. 


TABLE 1 


Viscous Skiodan 

X-ray opaque but lacking the “body” of lipiodol. 
Sharper and clearer pictures. 
New product; therefore, has not stood the test of time. 
Non-toxic, non-irritating. 
Completely absorbed, thereby obviating danger of 
totally occluding partially patent tubes. 
6. Twenty-four hour plate valueless here because of ab- 
sorption and excretion in the urine. 
No danger of oil embolus. 
8 Absorbed, therefore will not obscure subsequent x-ray 

study of abdomen and pelvis. 


— 
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Lipiodot 

1, X-ray opaque and satisfactorily viscid and adhesive. 

Less clearly defined pictures. 

Has been used for many years. 

May cause chemical peritonitis, 

metritis. 

Non-absorbable and occasionally produces total occlu- 

sion of partially closed tubes. 

6. Conclusive proof and graphic demonstration of tubal 
patency by presence of oil in peritoneal cavity on the 
24 hour plate. 

7. Danger of oil embolus. 

8. Because of non-absorption and the tendency to be car- 
ried toward the kidneys and diaphragm (Rubin) may 
lead to erroneous radiographic diagnosis of kidney 
stones, 


co ho 


salpingitis, or para- 


TYPE OF CANNULA 

We have found that the Hyams’ cannula 
with the flexible point is superior and has 
overcome many serious objections to the 
rigid metal cannula. First, the flexible tip 
is less likely to obscure the picture of the 
cervical canal. Second, there is no danger 
in perforating the uterus. Third, it will 
more readily adapt itself to the irregular 
cervical canal. 


PREPARATION OF THE PATIENT 


Preparation of the patient is important 
as strict asepsis must be practiced here as 
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well as in any surgical procedure. A cleans- 
ing douche is given the night before and 
repeated in the morning before the exami- 
nation. Enemata are also given the night 
before and in the morning. Purgatives are 
seldom deemed necessary. 


We have found that a sedative, such as 
one of the barbiturates, is usually desirable 
to allay apprehension. Atropine gr. 1/100 
by mouth, if given one hour before the test, 
has been found to be of value in relieving 
the spastic contraction of the tubes. 


The patient is placed in the lithotomy 
position on the x-ray table equipped with 
a Bucky diaphragm. The hair about the 
external genitalia is clipped and the patient 
is then prepared as for any other vaginal 
operative procedure. 


TECHNIC 


The instrument tray should contain: 

Single-tooth volsellum ; bivalve speculum ; 
uterine probe; uterine dilators; two sponge 
holders; two 10 c.c. syringes with large 
caliber needles; Hyams’ insufflation can- 
nula and flexible tip; two Alyce clamps; 
two towel clamps; warm sterile saline; 
warm viscous skiodan. 

A bivalve speculum is placed in the va- 
gina and the anterior lip of the cervix is 
grasped with a single-tooth volsellum. A 
uterine sound is inserted into the cervical 
canal to determine its patency and its di- 
rection. Before attempting to inject the 
viscous skiodan, it is important to deter- 
mine whether the acorn of the cannula will 
fit snugly enough against the cervix to pre- 
vent leakage as the contrast medium is in- 
troduced into the uterine cavity. This is 
accomplished by using either air or warm 
normal saline as a test solution before the 
contrast medium is used. In cases of uni- 
lateral or bilateral laceration of the cervix, 
a single-tooth volsellum or other clamp may 
be used to approximate the lacerated edges 
to facilitate snug fitting of the acorn and 
to prevent it from slipping too far toward 
the internal os, thereby obscuring the pic- 
ture of the cervical canal. 

Warm viscous skiodan is then injected, 
using about the same pressure on the piston 
of the syringe as would be used in the ad- 
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ministration of local anesthesia. From 1 to 
2 c.c. of the solution is injected, depending 
upon the size of the uterine cavity, and the 
first x-ray plate is exposed. The cannula 
is held in position and a second injection is 
made, using 2 c.c. of the solution if the 
uterine cavity will permit. This is deter- 
mined by the resistance produced by back 
pressure on the plunger of the syringe as 
well as the degree of discomfort experi- 
enced by the patient. A second x-ray pic- 
ture is taken at this time. A third injection 
is now attempted if the uterine cavity is 
not already filled, and, at this time we at- 
tempt to fill the uterine cavity completely, 
again being governed by the reaction of 
the patient and by the back pressure. A 
third and final plate is taken. The uterine 
cavity varies greatly in size. The capacity 
of a normal uterus with its tubes varies 
from 4 to 6 c.c.; a senile uterus varies from 
1 to 3 c.c.; and the atonic and the fibroid 
uterus may hold anywhere from 10 to 20 
C.c. 
CASE REPORT NO. 1 


Mrs. W. H. A., aged 56 years, weight 190 pounds, 
came in primarily for a gynecologic check-up. For 
the two years prior to her visit to us, she com- 
plained of a sensation of pressure in the rectum. 
She had not menstruated for six months. Several 
months before being examined at our office, she 
had been seen at a large clinic, and at that time a 
difference in opinion existed as to the possibility 
of a uterine tumor. She became symptomatically 
well after following a régime outlined by the doc- 
tors in the clinic mentioned, but the variance in 
opinion, of which she was aware, caused a doubt to 
remain in her mind as to the presence or absence 
of a tumor. This patient had had three pregnan- 
cies (two miscarriages and one living child). 

Bimanual examination revealed relaxed perineal 
outlet, enlarged cervix and retroverted uterus, 
fixed and pulled to the left side. This examina- 
tion was not entirely satisfactory because of the 
thickness of the abdominal wall. 

Laboratory findings were as follows: Wasser- 
mann negative; blood picture and blood chemistry 
normal. B.M.R. minus 14 per cent. Electrocardio- 
gram showed evidence of myocardial disease. Uri- 
nalysis normal except for a faint trace of albumin 
and an occasional granular cast. 

Hysterosalpingogram’ showed both tubes patu- 
lous, uterus displaced to left. 

CASE REPORT NO. 2 


Mrs. C. R. D., aged 36, was first seen in 1937 
for menorrhagia and after a dilatation and curet- 
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tage was treated with 50 mg. radium for six hours. 
Her menstruation began at the age of 14, always 
regular with no pain until 1925 when symptoms 
of menorrhagia were manifested. Since 1927, 
menstruation has been irregular but not profuse. 
Three pregnancies since 1927 terminated in mis- 
carriages. 


While living in South America in 1938, the 
patient missed her February eighth menstrual 
period. The following month (March 18), she 
began to bleed at night during sleep. One week 
later, a Friedman test was positive. On April 
7, she bled again and, on April 19, had what she 
described as a profuse hemorrhage for which she 
received proluton. Active bleeding ceased but a 
continual discharge of dark, stringy material 
supervened. On April 30, a second Friedman test 
was reported positive. After clinical examination 
on May 19, she was told she was not pregnant. 
About two weeks later (May 31) she first noticed 
her breasts were swollen. She had no menstrual 
period in May and a very scant flow in June with 
no intermenstrual bleeding. The last menstrual 
flow started July 20, after which time she returned 
to the States and again came under our care. This 
July menstruation was scanty and irregular for 
four days through July 24. 


Examination was as follows: External genitalia 
normal, cervix of normal consistency, slightly en- 
larged and with a slight blood-tinged discharge. 
Bimanual examination revealed the uterus in 
normal position, firm in consistency and moder- 
ately enlarged. 


On July 25, hysterosalpingogram was taken and 
a provisional diagnosis of retained secundines was 
made. Dilatation and curettage on July 26 re- 
vealed retained secundines. 


Laboratory findings: B. M. R. plus or minus 0. 
Repeated blood Wassermann examinations were 
negative. Remaining routine laboratory check-up 
revealed all normal findings. 


CASE REPORT NO. 3 


Mrs. H. L. S., aged 42, for the past several 
years, has complained of weakness, nervousness 
and depressed feeling, and pain in the left lower 
quadrant. She has been under the constant care 
of a gastroenterologist for numerous gastrointesti- 
nal complaints; has one child. For the past six 
months, she has had a profuse flow lasting four to 
five days each month, with clots, but no dysmenor- 
rhea; complains of feeling well only about one 
week out of each month. 


Examination revealed relaxed perineal outlet, 
eroded cervix, uterus larger than normal and 
pulled to the left side. Bimanual examination was 
unsatisfactory because of extreme nervousness and 
hypersensitivity of the patient. Hysterosalpingo- 
gram was made which showed the uterus pulled 
to the left side, left tube patulous and an irregular 
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uterine cavity suggestive of submucous or intra- 
mural tumors. 

A hysterectomy performed later revealed mul- 
tiple uterine fibroids in the form of small intra- 
mural tumors and a fairly large subserous fibroid. 

Pathologic diagnosis: Subserous leiomyoma; 
fibrosis of the wall of the uterus, hyperplasia of 
the endometrium. 


CASE REPORT NO. 4 


Mrs. J. E. S., aged 30, came in with the chief 
complaint of marked dysmenorrhea with headaches 
and menorrhagia. This patient has two children. 
Severe headaches begin about one week before the 
menstrual flow and pain is present during the 
period in the tubo-ovarian region, more severe in 
the left iliac fossa. Each menstrual period lasts 
about 14 days and reappears every 28 days. 

Examination revealed the uterus normal in posi- 
tion and size; the cervix was larger than normal. 
Hysterosalpingogram showed that both tubes were 
patulous, uterus pulled to the left and the uterine 
cavity about normal in size and shape. X-ray of 
the skull indicated that the pituitary body was 
normal. Basal metabolism rate was minus 6 per 
cent; Wassermann negative. 

Patient improved under general upbuilding 
régime and anterior-pituitary extract by needle. 
CASE REPORT NO. 5 

Mrs. H. M., aged 32, weight 245 pounds, has 
one child, aged six years. Her menstrual history 
was normal up until one year ago at which time 
the flow lasted 18 days. Following this attack of 
menorrhagia, her periods became very irregular, 
with menstruation at four to six week intervals. 
A month prior to consulting us, she had a profuse 
hemorrhage lasting about five minutes. Following 
this hemorrhage, there was a constant bloody dis- 
charge. 

Examination revealed cystocele, rectocele and 
lacerated cervix with endocervicitis. The uterus 
was apparently larger than normal although bi- 
manual examination was not satisfactory because 
of the thickness of the abdominal wall. Hystero- 
salpingogram showed that both tubes were patulous 
and the uterus enlarged with a filling defect in 
the fundus. Laboratory findings: Wassermann 
negative, basal metabolic rate minus 5 per cent. 

A hysterectomy was performed and the uterus 
found to be much enlarged. The diagnosis made 
by the pathologist was fibrosis of the wall of the 


uterus, hyperplasia of the endometrium and 
chronic inflammatory cervicitis. 
SUMMARY 


The indications for hysterosalpingogra- 
phy, the objections and contraindications 
are discussed, as is the technic in this pro- 
cedure. A series of case reports are pre- 
sented illustrating the value of this proce- 
dure. 
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DISCUSSION 


Dr. P. J. Carter (New Orleans): This is a 
very valuable procedure that gives us assistance 
in difficult diagnoses in gynecology. Before going 
into this question I might say that each woman 
has to be individualized because the uteri are of 
different sizes and we have some cases that re- 
quire a less amount of substance than others. In 
cases of sterility I usually use the Neal fallopian 
cannula. It has a double mouth and one mouth 
is closed off in giving skiodan injection to the 
patient. If no pathologic lesion is found by vagina! 
examination, air is injected using the blood pres- 
sure apparatus attached to one of the mouths and 
a syringe in the other, allowing air to go in, around 
the point of 100 to 140 mm. of mercury. In the 
average case with tubes open, the pressure will 
rise to 80 or 100 and drop to 60 or 40, showing one 
or both tubes open. That would be sufficient in 
cases of sterility. In cases where we find the 
tubes closed we use the Neal fallopian cannula 
and close off one of the mouths and inject the 
skiodan preparation into the uterine cavity; 40 
per cent skiodan and 20 per cent acacia. With 
lipiodol there is liberated iodine. On account of the 
oil it may produce adhesions and require an opera- 
tion. In the preparation skiodan, iodine is not 
liberated but kept in non-poisonous form and 
eliminated in the urine. 

Dr. Sellers (In conclusion): I wish to emphasize 
one point Dr. Carter mentioned, that is, that 
hysterosalpingography should not be placed in a 
competitive field with the Rubin test as they have 
different indications and both have a very definite 
place in the armamentarium of the gynecologist. 
We find it necessary in many of our cases, such 
as sterility, to run both. 
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ACUTE LYMPHOCYTIC CHORIO- 
MENINGITIS 
WITH A REPORT OF TWELVE CASES 
FROM LOUISIANA* 
CARLO J. TRIPOLI, M. D.; 
AND 
DAVID E. FADER, M. D.7+ 
NEW ORLEANS 





Acute lymphocytic choriomeningitis is an 
apparently specific acute infectious and 
contagious disease which has been described 
under several different names. It was 


*Read before the Orleans Parish Medical So- 
ciety, February 27, 1939. 

+From the Department of Medicine of the School 
of Medicine of Louisiana State University, and 
the medical service of Charity Hospital of Louisi- 
ana at New Orleans. 
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first described as a separate clinical entity 
by Wallgren,' under the term “acute asep- 
tic meningitis,” in a review of reports of 
European epidemics of so-called encepha- 
litis. Local epidemics of so-called “abor- 
tive poliomyelitis” reported in Europe in 
1910 and 1913 are now believed to be simi- 
lar to the cases described by Wallgren. In 
1929 Viets and Watts? made a most im- 
portant contribution to the study of menin- 
gitis in this country by reporting three 
cases of what they termed “aseptic (lym- 
phocytic) meningitis,” and later in that 
year Krabbe* described the same condition 
as “benign lymphocytic meningitis.” 

In 1934, during the St. Louis epidemic 
of encephalitis, Armstrong and Lillie’ re- 
ported the isolation of a virus quite differ- 
ent from the usual strain with which they 
were working. This virus, when _ intro- 
duced into the macacus rhesus monkey, 
produced a disease similar to that previ- 
ously described as “acute aseptic menin- 
gitis.” Later these workers coined the 
term “acute lymphocytic choriomeningitis” 
on the basis of the characteristic pathologic 
lesion produced in mice and monkeys. 

The disease has been reported in various 
parts of the United States,’ ° as well as in 
Europe, New Zealand, and many tropical 
countries. It has attracted considerable 
interest, for two reasons. In the first 
place, it is of rather frequent occurrence. 
In the second place, although it is a rela- 
tively benign infection, it is often mistaken 
for tuberculous meningitis or for some 


other serious meningo-encephalitic syn- 
drome. In this communication we shall 
review briefly the important considera- 


tions of this disease, and analyze 12 cases, 
all of which were recognized and diagnosed 
at the Charity Hospital of Louisiana at 
New Orleans. 
THE CAUSATIVE VIRUS 

A considerable amount of laboratory and 
experimental work has been done on acute 
lymphocytic choriomeningitis. In addition 
to the virus isolated by Armstrong and 
Lillie, similar viruses have been isolated by 
Traub,’ Rivers and Scott,* Lépine and 
Sautter,” and Findlay, Alcock and Stern.'’ 
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Serologic experimental studies, including 
cross-immunization and _ cross-neutraliza- 
tion tests, indicate that all these viruses are 
probably identical. 

The virus is readily transmissible to 
monkeys, guinea pigs, white mice and white 
rats, via cerebral, spinal, venous, peri- 
toneal, nasal, tracheal, vaginal, and ure- 
thral routes. Rabbits, however, appear 
refractory to the disease. All the rabbits 
which we used in our experiment remained 
well after we had injected spinal fluid 
from two of our cases intracerebrally, in- 
trathecally, and intravenously. 

Armstrong, Wooley and Onstatt'' demon- 
strated the presence of the virus in the 
blood, urine, and spinal fluid, as well as in 
practically every organ in the body, and 
Lillie’? described histopathologic changes in 
the various organs in which it could be 
identified. The distribution of this virus, 
as compared with the distribution of other 
viruses of a neurotropic nature, is unique. 

The disease is readily transmitted by 
direct inoculation,’ '* and Toomey" has 
reported 70 human cases in which he was 
able to demonstrate a relatively high degree 
of contagiousness. The average incubation 
period in monkeys is six to eight days, re- 
gardless of whether transfer is by the in- 
tracerebral or the intratracheal route. 
Definite observations are not available for 
the human. 


PATHOLOGIC LESIONS 


Four to 10 days after intracerebral in- 
oculation in monkeys, when the fever is at 
its height, the characteristic pathologic 
lesions appear to be complete. The chief 
lesion consists of a remarkable lymphocytic 
infiltration throughout the choroid plexus 
and leptomeninges. Only an _ occasional 
polymorphonuclear leukocyte or endothelial 
cell can be demonstrated. Concomitant 
congestion of the vessels, and edema of the 
pia and arachnoid, are present. In experi- 
mental animals the brain and spinal cord 
substance are slightly affected, if at all. 
Viets and Warren'’ report the postmortem 
findings in one case of this sort, in which 
perivascular cellular infiltration, edema 
and gliosis were present in the cerebrum, 
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medulla, and spinal cord, and inclusion 
bodies and pigment granules could be dem- 
onstrated in the large ganglion cells. Un- 
fortunately the diagnosis was not con- 
firmed by animal inoculation, immuniza- 
tion, or neutralization tests. In experi- 
mental animals the type and distribution of 
the lesions are readily distinguishable from 
those produced by epidemic encephalitis 
and tuberculous meningitis. 


TABLE 


1 
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young adult life (one to 23 years). Ap- 
parently occupation and residence playec 
no part in the epidemiology of these cases. 
The seasonal distribution was striking, 
however, all the cases occurring in the 
period from May to December, with the 
highest incidence in August and September. 
Acute poliomyelitis, with which this dis- 
ease is likely to be confused, shows a simi- 
lar seasonal occurrence. 


RESUME OF 12 CASES Of ACUTE LYMPHOCYTIC CHORIO-MENINGITIS 
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THE CHARITY HOSPITAL CASES 


Tables 1 and 2 present a résumé of the 
pertinent facts in the 12 cases of acute 
lymphocytic choriomeningitis studied at 
the New Orleans Charity Hospital. These 
cases are similar in all respects to the cases 
reported by other writers on this subject, 
and it may be assumed that what is said 
of them specifically is true of the disease 
in general. 


It will be noted that the racial distribu- 
tion was equal in these 12 cases, that the 
male incidence was twice the female, and 
that the age incidence was from infancy to 


TABLE I. 


LABORATORY FINDINGS IN 12 CASES OF 
ACUTE LYMPHOCYTIC CHORIO-MENINGITIS 
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The clinical picture in these cases re- 
sembled the picture in experimental ani- 
mals. After a few days of mild prodromal 
symptoms, there was a rather sudden onset, 
the outstanding symptoms in the order of 
appearance being fever, headache, drowsi- 
ness, rigidity of the neck, nausea and 
vomiting. The fever ranged from 100° to 
103° F. This is the usual picture in all 
reported cases. In more severe cases there 
may be backache, abdominal pain, mental 
confusion, and marked drowsiness, with 
occasional convulsions, opisthotonos, and 
loss of consciousness. A positive Kernig 
sign is usually present. 


The appearance of these patients is usu- 
ally good, in spite of the relatively serious 
nature of the pathologic lesions. The ab- 
sence of peripheral or cranial nerve involve- 
ment is also remarkable. Such eye signs 
as nystagmus, squints, photophobia, and 
papilledema are only occasionally present, 
and did not appear in any of our cases. 


LABORATORY OBSERVATIONS 


The consistency of the spinal fluid find- 
ings was impressive in all these cases. The 
pressure was normal or very slightly in- 
creased. The cell count ranged from 250 
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to 500 per cu. mm., as is usual, although a 
range from 50 to 3,000 cells per cu. mm. 
has been reported. The pleocytosis was 
predominantly lymphocytic, though some 
cases showed as many as 10 to 30 per cent 
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polymorphonuclear leukocytes in the early 
stages of the disease. In all our cases the 
sugar and chloride content of the spinal 
fluid was within normal range. Protein 
was usually low, from plus 1 to plus 2, but 
in three cases was higher, from plus 3 to 
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plus 4. These changes tended to persist for 
a few days, even after the temperature had 
returned to normal by rapid lysis (figs. 1 
and 2). No clot, pellicle, or bacteria could 
be demonstrated. The Kahn and Wasser- 
mann tests were negative, and the gum 
mastic curve was in the meningitic zone. 

The blood picture showed a mild leu- 
kocytosis, ranging from 6,000 to 12,000 per 
cu. mm., with 60 to 75 per cent polymor- 
phonuclear leukocytes. In four of the cases 
reported by Toomey" the leukocyte count 
of the blood varied from 3,200 to 5,000 per 
cu. mm., with the lymphocytes ranging 
from 60 to 70 per cent. 

The blood serum in this disease contains 
immune bodies in abundance after the sec- 
ond week. It is to be noted that they cannot 
be demonstrated in experimental animals 
before this time. Neutralization tests and 
animal inoculations are easily performed, 
and must be done in every case in order to 
establish proof of the diagnosis. 


COURSE 


The rapid alleviation of symptoms and 
signs, following a single lumbar puncture 
with drainage of the spinal fluid, was nota- 
ble in every one of these 12 cases. Usually 
within 24 to 36 hours the clinical picture 
was transformed from one of critical illness 
to one of well being. The change, indeed, 
was often so abrupt as to suggest the crisis 
of pneumococcal lobar pneumonia. 

In most of the cases observed at Charity 
Hospital, as in the reported cases, the dis- 
ease was benign and the course relatively 
short. The duration ranged from five to 
sixteen days, with most cases lasting from 
six to ten days. An occasional duration of 
three weeks is reported in the literature. 
There were no fatalities, and no complica- 
tions in any case. No residual pathologic 
lesions have been demonstrated thus far 
during the past five years. 


DIAGNOSIS 


A provisional diagnosis of acute lym- 
phocytic choriomeningitis is justified in any 
case which fulfills the criteria laid down 
by Wallgren in 1925, including: (1) An 
acute onset of meningeal symptoms; (2) 
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changes in the cerebrospinal fluid charac- 
teristic of meningeal irritation, with a 
slight or moderate increase in the number 
of cells, especially of lymphocytes; (3) 
sterility of the fluid, both on direct exami- 
nation and in appropriate culture media; 
(4) a short, mild duration of illness, with- 
out complications; (5) the absence of any 
condition which might lead to meningeal 
irritation, such as otitis media, or acute or 
chronic infection; (6) the absence in the 
community of any disease which character- 
istically involves the central nervous sys- 
tem. 

The most common conditions with simi- 
lar spinal fluid findings with which acute 
lymphocytic choriomeningitis is likely to 
be confused are tuberculous meningitis, 
“abortive” or “meningitic” poliomyelitis, 
epidemic and _ postvaccinal encephalitis; 
“meningovascular” syphilis, and lead en- 
cephalopathy. 


DIFFERENTIAL DIAGNOSIS 


Tuberculous meningitis is differentiated 
by the absence of a pellicle or clot in the 
spinal fluid, plus normal chloride and sugar 
values, and the absence of bacilli. A notable 
distinction is that no case of definitely 
proved tuberculous meningitis has ever 
been reported with complete recovery, 
whereas practically every patient with 
acute lymphocytic choriomeningitis does 
recover, and without any residuals. 

Two of our cases were first diagnosed 
as tuberculous meningitis and a review of 
the records of the New Orleans private hos- 
pitals reveals a few cases so diagnosed in 
which recovery ensued. Possibly these 
were instances of acute lymphocytic chorio- 
meningitis. 

Encephalitis is usually differentiated by 
the absence of any neurologic findings, 
though in severe cases of acute lymphocytic 
choriomeningitis cerebral findings may be 
prominent. Poliomyelitis is differentiated 
by the absence of muscular paralysis and 
of spinal fluid changes characteristic of the 
disease. Syphilis and lead encephalopathy 
may be differentiated by the history, the 
negative Wassermann or Kahn reaction, 
and the stippling of the red blood cells. In 
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the last analysis, demonstration of the virus 
of acute lymphocytic choriomeningitis ir 
the spinal fluid, or of antibodies in the 
blood serum, is the only positive diagnostic 
proof. 
TREATMENT 

Since the blood serum contains antibodies 
in abundance after the second week of the 
disease, the value of the prophylactic use of 
convalescent serum seems obvious. The 
relatively short course of the disease, plus 
the fact that no proved deaths have been 
reported from it, might seem to suggest 
that treatment is not important. As a rule, 
one or two spinal punctures, with drainage 
of the spinal fluid, are all that is neces- 
sary both for diagnosis and for the relief 
of headache. The value of convalescent 
serum in severe cases, however, can hardly 
be questioned, and since it may lessen the 
duration of the disease in the average case, 
its use is worthy of consideration if it hap- 
pens to be available. 


SUMMARY 


1. This paper is based on an analysis of 
12 cases of acute lymphocytic choriomenin- 
gitis treated at Charity Hospital of Louisi- 
ana at New Orleans during the last five 
years. Wallgren’s criteria for clinical diag- 
nosis have been fulfilled in all. 

2. The occurrence of the disease in this 
locality is important from both a diagnos- 
tic and an epidemiologic point of view. 

3. The different viruses described as 
the etiologic agent are probably identical. 

4. The ease of transmission of the virus 
from the human to all common laboratory 
animals except the rabbit is notable. 

5. The pathologic lesion which gives the 
disease its name, a lymphocytic infiltration 
of the meninges and choroid plexus, is 
characteristic. 

6. The outstanding clinical symptoms 
are headache, fever, rigidity of the neck, 
and nausea and vomiting. 

7. The spinal fluid findings are remark- 
ably consistent. The cell count is usually 
250 to 500 cells, 90 per cent or more of 
which are lymphocytes. The chemistry is 
normal except for an increase in the pro- 
tein. 
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8. The conditions to be considered in 
differential diagnosis include tuberculous 
meningitis, so-called “abortive” or “‘menin- 
gitic” poliomyelitis, so-called ‘““meningovas- 
cular” syphilis, epidemic and postvaccinal 
encephalitis, and lead encephalopathy. 


Our thanks are due to Dr. George 8S. Bel, Dr. John I. 
Musser, and Dr, J. G. Stulb for the privilege of reporting 
cases uppearing on their services, and to Dr. G. F. Fasting 
for performing the animal inoculation experiments. 
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DISCUSSION 


Dr. John H. Musser (New Orleans): This very 
admirable presentation requires very little discus- 
sion. The doctors, in their paper, have covered 
very thoroughly all that is known about this dis- 
ease. My interest in the subject arises from the 
fact that I have had the opportunity of seeing, 
in Ward 48 at the Charity Hospital, several of 
these cases. I must confess that I have never 
made the diagnosis of lymphocytic choriomenin- 
gitis. Also, the patients, as I have seen them 
first, have presented the picture of a meningitis 
of course undetermined and because the menin- 
gitis is usually caused by the meningococcus, I have 
thought that such was the case, until however, the 
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spinal fluid report was noted and then I would 
shift my diagnosis and think the patient had tu- 
berculous meningitis; then the patient proceeded 
to get well immediately and, of course, it was 
found that the diagnosis was not tuberculous 
meningitis. Patients with tuberculous meningitis, 
who have recovered, are so rare that I always 
want to doubt the diagnosis originally made. 


There are one or two features of this condition 
which I think are of some interest. In the first 
place, this is a virus disease. It is not a new 
disease, relatively speaking. In fact there is no 
such thing as a new disease. This is not a dis- 
ease recognized only in the last three, four, five 
or six years. The recognition of the cause, how- 
ever, is something which has developed only in the 
last decade. This disease expresses itself in a 
severe, protracted form which may be fatal. In 
most instances, however, the condition is relatively 
mild. I wonder very much if some of the patients 
that we may be called upon to see, who complain 
of headache and are drowsy and who may possibly 
have a slight amount of nausea and fever, may 
not have this condition. I wonder how often some 
of our patients with this condition are accused of 
having influenza. It is quite possible that the num- 
ber of cases that Dr. Tripoli and Dr. Fader re- 
ported might be materially increased were a spinal 
fluid examination made on all patients who com- 
plained of headaches, fever and slight rigidity of 
the neck. This is frequently not done; for obvious 
reasons we hesitate to do a lumbar puncture on 
patients who are not extremely sick. In the last 
report of Viets, a patient was so mildly sick that 
there was some doubt in his mind as to the ad- 
visability of doing a lumbar puncture. One punc- 
ture, however, was done and not repeated for 
obvious reasons as the patient was on the road to 
recovery. In the cases reported, only two patients 
had a cell count of over five hundred; one had 
eight hundred and the other had sixteen hundred. 
Sometimes the cell count is higher than this; it 
may go up to as high as three or four thousand 
cells, but no higher. 

There is one other thing I would like to com- 
ment upon and that is the occurrence of Kernig’s 
sign. I think Kernig’s sign is a delusion and 
snare and think it should be omitted from text- 
books. A very large number of people have 
Kernig’s sign. If of any value, it is a negative 
sign; if it is not present, it is very doubtful that 
the patient has a meningeal irritation. As a posi- 
tive sign, it is of little value indeed. 

The recovery of these patients is really quite 
dramatic. They will sometimes, just as the case I 
mentioned, recover after one or two spinal punc- 
tures. The severity of the symptoms seems to be 
in direct relation to the involvement of the en- 
cephalon. If a patient, whose signs are predomi- 
nately meningeal comes into the ward, you may 
be quite sure that the patient is not particularly 
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sick. On the other hand, if the patient has en- 
cephalomeningitis, in which the encephalitis is 
exaggerated, for instance, with stupor, coma and 
other expressions of encephalitis, you may be sure 
the patient’s condition is precarious. I do not 
remember if it was stated in the paper presented 
whether or not the cases reported had many signs 
of encephalitis. My recollection is that the en- 
cephalitic symptoms were rare. 


I hope that you will be on the lookout for these 
cases and hope that when patients present them- 
selves with fever, headache, drowsiness and stiff- 
ness of the neck, you will consider seriously the 
advisability of doing a lumbar puncture from an 
epidemiologic as well as a diagnostic point of view. 

Dr. J. O. Weilbaecher, Jr. (New Orleans): On 
the service of a hospital as large as the Charity 


Hospital of Louisiana, we are apt to see more_ 


cases of this type than the men in private practice. 
There are a number of patients who present defi- 
nite clinical signs of meningitis in whom an ex- 
amination of the spinal fluid reveals essentially 
an increase in lymphocytes with or without the 
presence of globulin. To state definitely that 
these cases are anything other than lymphocytic 
meningitis would not be accurate. 


Armstrong, Lillie and some other workers, as 
mentioned by Dr. Tripoli, have isolated a virus 
which they claim to be the specific etiologic agent 
for acute lymphocytic meningitis. They have been 
able to demonstrate the presence of antibodies 
against this virus in the blood of patients who 
have recovered from the disease. These antibodies, 
which may appear within two weeks of the illness, 
may be demonstrable as long as two years by cross 
immunization and neutralization tests. Some au- 
thors have not accepted these views believing that 
the disease is an attenuated form of some other 
virus disease of the central nervous system, such 
as poliomyelitis, epidemic encephalitis or herpes 
zoster. This is an assumption on their part which 
has been covered in Wallgren’s criteria. However, 
Wilson of the University of Virginia in presenting 
a paper on virus diseases of the nervous system 
over a year ago mentioned the large number of 
mild forms of acute anterior poliomyelitis occur- 
ring during an epidemic of 183 cases in Virginia 
in 1935. Watts of Washington, D. C., who dis- 
cussed this paper, mentioned that many of these 
mild cases were suspected of having had lympho- 
cytic meningitis and specimens of their blood were 
sent to Armstrong and Lillie for examination. 
However, they were unsuccessful in demonstrating 
any protective antibodies for the suspected lympho- 
cytic meningitis. Thus, there is much controversy 
on this subject. Probably much time and work 
will be required to determine whether this disease 
actually is a specific entity known as acute lympho- 
cytic meningitis or choriomeningitis or whether it 
represents some modified form of virus disease of 
the nervous system already recognized. 
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Dr. C. S. Holbrook (New Orleans): I am glad 
of the opportunity to relate my experience with 
this type of meningitis. My first experience gave 
me considerable concern because in one of the 
smaller towns, two children in the same family, 
who were attending school, became infected. I had 
these children at Touro and ultimately we sent the 
blood East and it was verified as containing this 
virus. The question of whether or not we were 
dealing with non-paralytic poliomyelitis was de- 
cidedly perplexing. This was four or five years 
ago. We did a great deal of telephoning between 
here and the town because they wanted to close 
the local schools as they felt that there was an 
epidemic of infantile paralysis in their midst and 
it was with considerable hesitancy that we ad- 
vised against it. 

I have seen two or three additional cases from 
that section of the state. In fact I have a patient 
at Touro at the present time. It is not verified 
as far as virus is concerned but it seems to fit 
into the category. There are about 90 per cent 
lymphocytes but an entirely negative fluid as far 
as organisms and complement fixation tests are 
concerned. The patient does not seem to be very 
sick. 


It is my feeling that a number of the patients 
probably go by unrecognized as the symptoms are 
not very distressing and might be passed as mi- 
graine or some toxic disturbance. As practically 
all patients get well, I do not think that what we 
do for them helps a great deal. The spinal punc- 
ture, when the pressure is up, gives some relief 
but I am sure that all these people would get well 
whether or not a great deal is done. I think the 
difficulty in diagnosis is to recognize those cases 
that might be poliomyelitis. Of course, the chance 
of tuberculous meningitis is there but the course 
of the disease, mildness of symptoms, the tendency 
to get better after a few days instead of progres- 
sively worse, rather clears the diagnosis. 

Dr. George F. C. Fasting (New Orleans): 
While this disease remains at the present time 
important more as a medical curiosity, there is a 
possibility that it will increase in number of cases. 
There are, from the experimentalists’ standpoint, 
certain points of great interest. The fact that the 
virus can be passed to animals by the use of spinal 
fluid is not the case in anterior poliomyelitis or 
encephalitis. Why this is might arouse curiosity 
because it might have a bearing on the mechanism 
conveying the infection into the central nervous 
system. 


The second point of interest is the fact that this 
virus has been recovered so readily from urine and 
tissues, which is not the case in poliomyelitis, en- 
cephalitis and other diseases of the central nervous 
system. This may have some bearing on why they 
get well so quick. The question arises, is it the 
fact that the virus is rapidly assimilated by the 
reticulo-endothelial system that immunity can be 
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so rapidly produced or aided, and that similar con- 
dition does not prevail in the case of poliomye- 
litis? 

As to the source of this infection, we are now, 
of course, in a position to be more liberal in our 
views. The recent work in encephalitis in rela- 
tion to horses, birds, rodents and animals has 
been very helpful. Distemper syndrome in dogs, 
for instance, is a disease of the nervous system 
having different etiologies. There has, in recent 
articles, been published interesting observatory 
nervous diseases in chickens and pigeons having 
some analogy to the disease under discussion. 

A point of interest is the refractoriness of the 
rabbit. If one raises enough rabbits and watches 
them, one will observe that when they are young, 
quite a number of them will die from causes that 
appear to be different from disturbances of the 
intestinal tract and ear mange. The peculiar dis- 
ease takes place only in the first three months 
of the rabbit’s life and it may be that the refrac- 
toriness the rabbit later exhibits is due to the ex- 
perimental use of older rabbits. 


Another point I would like to emphasize is one 
which Dr. Musser brought out with reference to 
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the spinal taps and early recovery phase. We 
have had occasion to follow these cases in the 
laboratory and one might say the laboratory often 
has the jump on the clinician. If the laboratory 
can obtain a second and a third specimen of spinal 
fluid eight hours and sixteen hours after the first 
is taken, the diagnosis will appear almost a cer- 
tainty. Commensurate with the speed in diagnosis 
is the relief experienced by the patient as a result 
of spinal drainage which is not attained by the 
use of any drug. 

Dr. Carlo J. Tripoli (In conclusion): There is 
one other point that I would like to make. Arm- 
strong, from the Public Health Service, has said 
on numerous occasions that he would appreciate 
the opportunity of receiving the blood and spinal 
fluid in the early stages of this disease, in the first 
two weeks; after the second week of the disease to 
receive blood serum. The spinal fluid during the 
first two weeks is injected into animals; the virus 
is easily transmitted. After two weeks the immune 
bodies are in such abundance that it is relatively 
easy for him to demonstrate the virus in the blood 
by neutralization tests. We should take advantage 
of this opportunity where we do not have complete 
facilities on hand. 





THE SYMPTOMS, DIAGNOSIS AND 

TREATMENT OF PELLAGRA WITH 

SPECIAL REFERENCE TO THE USE 
OF NICOTINIC ACID* 


J. PRESTON DAVIS, M. D. 
LAKE PROVIDENCE, LA. 


Peliagra is the name of a disease char- 
acterized by a complexity of cutaneous, 
gastrointestinal and nervous symptoms and 
manifestations. The name is a combination 
of two words, “pellis”, skin, and “agra”, 
rough. 


HISTORICAL 


The first published account of pellagra 
was that of a Spanish physician, Casal, in 
1735. Shortly thereafter it was recognized 
as a widespread malady in northern Italy, 
where it was studied by Strombio in 1786. 
Pellagra is now quite prevalent in Egypt, 
Germany, India, Denmark, West Indies, 
Central and South America and the United 
States. Sporadic cases resembling pellagra 
were reported in the United States as early 
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as 1850, but its existence in epidemic, or 
endemic proportions was not recognized 
until 1907. 

Beekman!’ has this to say, “Between the 
years 1907 and 1915, the incidence steadily 
mounted, then declined for some years, and 
is apparently during the past few years 
quite sharply rising again.” Beekman also 
said, “The four outstanding features of this 
disease which will fix the characteristic 
picture in mind are the four D’s, derma- 
titis, diarrhea, dementia and death.” 

You know through memory, or by his- 
tory, there was a panic in 1907. There 
were many cases of pellagra during this 
period. During the years 1914 and 1915, 
or the early part of the World War, there 
was a period of economic depression, and 
a recurrence of pellagra during this time. 
This was the pellagra Beekman spoke of 
when he called it the disease of the four 
D’s. 

There was little pellagra seen again until 
the years 1930-33, when the disease was 
again widespread. The cardinal picture at 
this time was characterized by the three 
D’s, diarrhea, dermatitis and dementia, few 
or no deaths occurring as diet and yeast 
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therapy had been introduced prior to this 
time. 

During the years, 1934 to 1937, there 
were few cases of pellagra. Since the lat- 
ter part of 1937, the incidence of pellagra 
has gradually mounted. 

In a Southern Medical Journal of 1913, 
the following things were noted about pel- 
lagra: “Surgeon General C. H. Lavinder, 
United States Public Health Service, pub- 
lished a few statistics concerning the prev- 
alence of pellagra. He stated more white 
males and females were affected than col- 
ored. Rural cases exceeded urban. The dis- 
ease does not spare the well-to-do, though 
the poor suffer most. It is rarely that two 
cases develop in the same house. The dis- 
ease was practically unknown until a few 
years ago, yet within this brief period it 
has claimed not less than 30,000 with a 
fatality rate in excess of 39 per cent.” 

Also in 1913, The Thompson-McFadden 
Commission held a most noteworthy meet- 
ing in Spartanburg, North Carolina. The 
report is summarized as follows: “The sup- 
position that good, or spoiled maize is the 
essential cause of pellagra is not supported. 
Pellagra is in all probability an infectious 
disease, communicable by a means un- 
known. If it is distributed by blood-suck- 
ing insects, the Stomoxys calcitrans would 
appear to be the most probable carrier. We 
have discovered no evidence incriminating 
flies. As far as treatment is concerned, by 
far the most useful drug, in my opinion, is 
urotropin.” 

Jobling and Arnold, in 1923, did some 
experimental work and put forth the idea 
that pellagra is an infectious disease which 
thrives in an intestinal tract overloaded 
with carbohydrates. Smith’s 1931 exhaust- 
ive preliminary study indicated that bio- 
logic effect due to solar rays, plus faulty 
sulphur metabolism caused pellagra. In 
1932, Bliss proposed an iron deficiency 
theory. Thornhouser, of Germany, in 1933, 
proposed that pellagra was an endocrine 
disturbance. 


It should be mentioned that from time 
to time authors have attempted to relate 
the disease more or less directly with alco- 
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holic addictions, while others saw a number 
of cases in alcoholics and also saw cases in 
childhood and in those who never used al- 
cohol. These conjectures resemble the early 
theories concerning beriberi to a startling 
degree. There was the theory of spoiled 
rice, theory of infection and all the rest. 

The opinions of men years ago, therefore, 
are amusing only when considered lightly ; 
any deeper reflections inevitably bring to 
mind the complexity of present day opin- 
ions, and the question of what the future 
opinions will be. The theory which is serv- 
ing us best today is that pellagra is a diet- 
ary deficiency disease. 

You are all familiar with Goldberger’s 
experiments in 1915 in the Mississippi Pen- 
itentiary. To eleven healthy male prison- 
ers, volunteers, he fed a diet of wheat flour, 
degerminated cornmeal, polished rice, 
starch, sugar, molasses, pork fat, sweet po- 
tatoes, collards, turnip greens and coffee. 
At the end of six months, six of the eleven 
men developed a condition competent phy- 
sicians pronounced pellagra. 


MORBID ANATOMY 


The visceral lesions are mostly atrophic 
and degenerative. Degeneration of gang- 
lion cells of the brain and cord are com- 
monly found. 


SYMPTOMS 


The most obvious manifestations of pel- 
lagra usually appear first in the spring, 
although they are preceded for weeks by 
less pronounced disturbances consisting of 
lassitude, muscular weakness, vertigo and 
epigastric discomfort. When fully devel- 
oped, the disease is characterized by de- 
rangements of digestion, especially recur- 
ring diarrhea, though constipation may oc- 
cur. A pellagrin will exhibit an erythema- 
to-squamous skin eruption which affects 
chiefly the exposed parts of the body, as 
the back of the hands and forearms, face 
and neck. Mucous membrane lesions are 
often noted as glossitis, stomatitis, ure- 
thritis and vaginitis. 

The nervous symptoms of the early stages 
consist chiefly of neurasthenia with melan- 
choly moods, paresthesias, tremors, and 
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muscular cramps. The mental symptoms are 
extremely varied, with usually profound de- 
pression as the predominating feature. In 
some cases there may be severe psychosis, 
hallucinations of sight and hearing and de- 
lusions of persecutory nature. 


DIAGNOSIS 


The diagnosis is usually easily made, ex- 
cept in the prodromal or preclinical stages, 
or ill-defined cases occurring outside of the 
usual district for the disease. Endemic 
pellagra occurs most often in the early 
spring and summer. It is seen most often 
in the poorer classes. There are more cases 
of pellagra during the years of economic 
distress. The diagnosis is based on the oc- 
currence, or recurrence each spring of a 
sharply delimited symmetrical and pig- 
mented erythemato-squamous eruption in 
association with nervous symptoms and 
gastrointestinal disturbances, especially 
diarrhea. Secondary and northern pella- 
gra are not so easily diagnosed. The major- 
ity of cases of secondary pellagra are due 
to a morbid condition of the gastrointestinal 
tract such as colitis, dysentery, intestinal 
operations, cancer or chronic peptic ulcer, 
or to some factor which interferes with the 
assimilation of foods, such as food fads, 
voluntary restriction of diet, or chronic al- 
coholism. 

Due to the fact that pellagra in the 
North is often associated with chronic al- 
coholism, while that in the South is not, 
there was questioned whether the northern 
and southern forms were the same disease, 
and would respond to the same therapy. 
Consequently, a group of physicians, includ- 
ing Spies and McLester, joined forces to 
carry out a study of this problem. Their 
study showed that the diseases have the 
same clinical symptoms and similar lesions 
and respond to the same methods of 
therapy. 


TREATMENT 


As pellagra is now considered a dietary 
deficiency disease, the treatment is direct- 
ed toward relieving symptoms, healing the 
lesions and relieving the causative condi- 
tions. 
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This brings up the consideration of 
drugs, foods and vitamins. The drugs 
usually employed are symptomatic, as 
lotions for dermatitis, those commonly 
used for diarrhea, sedatives when needed, 
tonics and hematics. Various preparations 
of iron, arsenic and yeast are extensively 
prescribed. As the pellagra patient has 
been living on improper diet, the carbo- 
hydrate intake is disproportionately large, 
and the proteins and fresh vegetables have 
been woefully lacking. This dietary im- 
balance should be corrected. Before the in- 
troduction of nicotinic acid, following the 
work of Goldberger, Spies and McLester 
worked out a form of treatment which re- 
duced the mortality rate from 54 to 5 
per cent. The treatment used was adequate 
nursing care, a well balanced diet consist- 
ing of 4,500 calories, or more per day, with 
an additional amount if food was lost 
through diarrhea or vomiting, and the ad- 
ministration of 10 to 20 drams of good 
brewers’ yeast daily and intravenous injec- 
tions of liver extracts. 

The success of the treatment of pellagra 
with a balanced diet, yeast, and liver ex- 
tract, has lately been the subject of much 
attention by numerous investigators. There 
has been much study in the past several 
months of the whole field of food and vita- 
mins. Chemists, pediatricians and internists 
have been concerned for some time with the 
clinical application of the newer knowledge 
of the vitamins. 

Lately, all the branches of medicine are 
recognizing the uses of vitamins. Surgeons 
now recognize that ulcer, cancer, biliary 
and kidney calculi, chronic sepsis and hyper- 
thyroidism are often related to dietary and 
vitamin imbalances. Avitaminosis, or a 
subclinical deficiency coexists with so many 
surgical conditions that vitamin therapy 
has become increasingly important in 
surgical practice. 

Vitamin A is necessary for the mainte- 
nance of the normal coverings of the body, 
hair, skin, nails and the mucous linings of 
cavities and ducts. Thus it becomes im- 
portant in wound healing, which is of 
special interest to surgeons. 
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Certain skin lesions are also early 
manifestations of vitamin A deficiency, so 
we see the dermatologist interested in vita- 
mins. A deficiency of vitamin A not only 
affects the mucous membranes, but may in- 
duce structural abnormalities of the teeth. 
Vitamin A has also been called the anti- 
infective vitamin. Vitamin A is also essen- 
tial for proper growth, and a lack of this 
vitamin may cause night blindness, which 
should be of interest to all automobile 
drivers and to ophthalmologists. 

Vitamin C, the antiscorbutic vitamin, 
ascorbic acid or cevitamic acid is, as you 
know, the one responsible for scurvy. Vita- 
min C is intimately related to the produc- 
tion of fibrous tissues, and hence becomes 
of interest also to the surgeon, as it is an 
important factor in the repair of wounds. 

Vitamin D, or antirachitic factor, is of 
interest to the internist, pediatrician and 
orthopedist. Chief deficiency symptoms 
and signs are epiphyseal enlargement of 
long bones, delayed closing of the fontanels, 
soft bones, pigeon breast, bow legs, dental 
deformations and abnormal formations of 
calcium and phosphorus in the blood. 

Vitamin E, or antisterility vitamin, is be- 
lieved by some to be of use in preventing 
certain types of habitual abortion. Some 
claim vitamin E to be an anaphrodisiac. 

Vitamin B is of special interest to all 
the branches of internal medicine. In it is 
found the pellagra preventing factor. The 
vitamin B complex was the first vitamin 
to be recognized and studied as a dietary 
factor essential to the life and well being of 
man. The names of Takaki in 1885, Eykman 
in 1897, Hokpins in 1906, and Funk in 1912, 
will always be associated with the early 
work in this field. After a time the vitamin 
was separated into two fractions: (1) A 
heat labile component, which became known 
as vitariin B (now vitamin B,), and which 
possessed antineuritic and antiberiberi 
properties; (2) a heat stable component 
which was essential for growth, possessed 
antipellagra properties, and became known 
as vitamin B,, or vitamin G in honor of 
Goldberger. More recently, rapid prog- 
ress has been made in the breaking down 
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of the B complex into additional com- 
ponents. The known factors at this time 
are: (1) Vitamin B,, antineuritic, antiberi- 
beri factors, which have been isolated and 
synthesized. 

The Council on Pharmacy and Chemistry 
has adopted the name thiamin to designate 
vitamin B,, and thiamin chloride is now 
the proprietary name of crystalline B, 
hydrochloride. The chief deficiency signs 
and symptoms are beriberi, neuritis, ano- 
rexia, retarded growth, and vasomotor 
symptoms. (2) Riboflavin, now synony- 
mous with lactoflavin, vitamin G and vita- 
min B., has been isolated, identified, and 
synthesized. Combined with phosphoric 
acid and a protein, it forms an enzyme 
which is essential for tissue oxidation. 
This indicates that it is probably an im- 
portant nutritional essential for man. (3) 
Additional factors for vitamin B complex 
are certain filtrate factors, as vitamin B,, 
B,, B,, B,, W, K, Y, and L. (4) Nicotinic 
acid which is now considered identical with 
the pellagra preventive factor is another 
component of the vitamin B complex. 

NICOTINIC ACID 

Nicotinic acid was prepared by oxidation 
of nicotine as early as 1867. Chemically, 
nicotinic acid is pyridine carboxylic acid. 

Elvehjem,’ of the University of Wiscon- 
sin, announced in 1937, that he and his as- 
sociates had cured blacktongue in dogs by 
adding nicotinic acid, or nicotinic acid amide 
to the diet. He suggested that nicotinic 
acid be tested in human pellagrins. Num- 
erous clinicians promptly began such ex- 
perimentations. 

The first reports of the use of nicotinic 
acid in the treatment of pellagra were in- 
dependently and simultaneously reported by 
four different groups of workers. The first 
published report showing the use of nico- 
tinic acid in the treatment of pellagra was 
by Fout and his associates in November, 
1937. In December, 1937, there appeared 
two communications, one by Harris and 
the other by Ruffin and Smith who re- 
ported the effectiveness of nicotinic acid 
in pellagra. Spies, Cooper and Blanken- 
horn reported a series of 17 cases in Feb- 
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ruary, 1938, which was successfully treated 
by the use of nicotinic acid. 


V. P. Sydenstricker,’ in 1938, reported 
the use of nicotinic acid in the treatment 
of pellagra. He made the following obser- 
vations: ‘Adequate doses of nicotinic acid 
cause dramatic healing of the mucosal 
lesions of pellagra. Glossitis, stomatitis 
and diarrhea disappear in from 24 to 72 
hours. The healing of dermatitis may be 
delayed for as long as seven to ten days, but 
mental symptoms usually improve rapidly, 
sometimes dramatically during the first few 
days of treatment.” 

Spies and Douglas, after making a care- 
ful study of 60 pellagrins with acute psy- 
chosis and other manifestations of pellagra, 
15 pellagrins with no mental symptoms, but 
with characteristic dermatitis, glossitis, 
stomatitis and gastrointestinal involve- 
ments, 424 subclinical and mild pellagrins 
who had been subject to one or two annual 
recurrences of the lesions, and 129 pel- 
lagrins who had one or two recurrences 
of their neurotic symptoms each pellagra 
season, made the following observations: 
“The severe psychosis of pellagra in the 60 
patients was relieved following the admin- 
istration of nicotinic acid or caramine with- 
in ten hours to six days. The mental symp- 
toms of the 60 pellagrins were the severe 
acute type, many of the patients were 
violent, and severely hallucinated. Others 
were severely depressed. It is difficult to 
describe the change in these patients after 
therapy was begun. The maniacal patients 
became calm; the depressed, cheerful; and, 
legally speaking, the insane became sane 
again. The 15 pellagrins with the exten- 
sive mucous membrane lesions and dermal 
lesions and severe gastrointestinal involve- 
ment, but no mental symptoms, were all 
promptly relieved by nicotinic acid. The 
other large group of subclinical recurrents, 
or mild pellagrins were promptly relieved.” 

In 1938, Matthews* reported his obser- 
vations in the use of nicotinic acid on 76 
cases. He had this to say: “The most 
striking, as well as most gratifying obser- 
vation in my experience was the rapid 
healing of the lesions in the alimentary 
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tract, with the development of an excellent 
appetite and gastrointestinal function, and 
the spectacular disappearance of the mental 
symptoms.” 


France, Richard, Bates, Robly and Mat- 
thews® reporting two cases of pellagra 
treated with nicotinic acid in the Johns 
Hopkins Hospital, July 1938, had this to 
say: “The rapid and complete healing of 
the glossitis was perhaps the most striking 
picture of the general improvement of the 
patient. However, the gradual replacement 
of the scaling, leathery, ulcerated skin by 
pinkish, smooth, delicate epithelium was 
very impressive. Improvement in the 
mental lethargy was definite.” 


An interesting paper was given by Ruf- 
fin and Smith*® in Oklahoma City on Novem- 
ber 17, 1938, at the meeting of the Southern 
Medical Association. They reported a series 
of 85 patients with pellagra who had been 
studied at Duke Hospital, with the follow- 
ing observations: 


“(1) Nicotinic acid in doses of 100 mg. 
per day given parenterally is highly effec- 
tive in the treatment of pellagra; (2) the 
oral dose should be larger, 100 mg. three 
times a day; (3) doses of 1 gm. per day 
produce definite toxic symptoms; (4) as- 
sociated deficiencies, particularly B,, are 
not affected by nicotinic acid; (5) intra- 
venous glucose and normal saline are ex- 
tremely important in the treatment of crit- 
ically ill patients; (6) in the routine treat- 
ment of pellagra, nicotinic acid should be 
supplemented by a well balanced diet.” 


Sebrell and Butler,’ said: “Nicotinic acid 
in daily doses of 50 mg. given orally pro- 
duced transient, unpleasant, but harmless 
reactions. Although the reactions are dis- 
agreeable, they persist but a short time, and 
there is no evidence that any harm is done 
by them. Therefore, their occurrence 
should not be allowed to interfere with the 
therapeutic use of large doses of nicotinic 
acid.” 

During the past few months I have 
treated 20 patients with pellagra with nico- 
tinic acid. I consider it a specific. It is 
really a pleasure to watch the immediate 
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and almost miraculous response of the pa- 
tient to the nicotinic acid therapy. 

My collie dog developed a severe case of 
blacktongue on a pellagra-producing diet, 
and was snatched from sure death by nico- 
tinic acid and a change of diet. 

CONCLUSIONS 

1. Pellagra is a dietary deficiency disease. 

2. The form of treatment outlined by 
Spies and McLester, following the works of 
Goldberger, was unparalleled at that time. 

3. The nicotinic acid treatment produces 
more quickly and more dramatically the 
healing of pellagrous lesions and the relief 
of pellagra symptoms than other forms of 
treatment. 

4. The nicotinic acid treatment is within 
reach of all as it is inexpensive. 

5. There is a wide range of dosage with 
relative safety up to 1000 mg. daily. 

6. Adequate diet should be supplied, in- 
cluding fresh vegetables and proteins. 

7. Preclinical pellagrins should receive 
prophylactic doses of nicotinic acid and 
their dietary habits should be corrected. 

8. Neuritis in pellagra patients is not 
relieved by nicotinic acid, but is relieved by 
thiamin. 

9. Psychotic patients other than pella- 
grins are not benefited by nicotinic acid. 

10. Nicotinic acid is a specific for black- 
tongue in dogs. 
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DISCUSSION 


Dr. D. B. Barber (Alexandria): The main 
thing I wish to do is to emphasize that pellagra is a 
dietary deficiency, due to vitamin B, deficiency. 
The doctor has given an outline of the other vita- 
mins, but to discuss them adequately would take 
hours. The etiology of pellagra is generally un- 
derstood to be due to a deficiency in a certain frac- 
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tion of vitamin B,, or G, also called Goldberger’s 
PP fraction, and has been recently isolated in pure 
form and called nicotinic acid. 

Pellagra is most often seen among the poorer 
classes, tenant farmers, industrial workers in in- 
dustrial centers. As a rule, these people are poorly 
educated, and either lack the knowledge or the 
energy to provide for themselves the better things 
of life. In the South, pellagra is most often seen 
in the families of the tenant farmers. I remember 
as a boy that the standard rations for a share crop- 
per were one pound of bacon, one peck of corn meal, 
and one pound of coffee, and the rest of the diet 
had to be supplied by the tenants themselves. Often 
there was no other food than the furnished ra- 
tions. One seldom saw a cow on the place. 
Chickens were very scarce, and the few they had 
were saved for the visit of the preacher. We 
called the women of this class “meat fryers”, for 
they seldom could cook any other way except with 
the frying pan, and if this cooking utensil were 
taken away from them, they would probably starve 
to death. I doubt if conditions are much improved 
with this class of people to this day. 

Another thought that I wish to bring out is that 
a person can starve in the midst of plenty, and 
have faulty dietary habits, either from choice or 
lack of proper training in selection of food. Also, 
there are usually associated other vitamin defi- 
ciencies, especially vitamin C, and to secure the 


.best results in the treatment, these factors must 


be added to the diet. I think that we should begin 
in the grade schools and educate the children, 
especially the girls, how to plan a balanced diet, 
and then we will have less pellagra and similar 
nutritional disturbances. 


Dr. Louis Ochs (New Orleans): Of course it has 
been accepted that nicotinic acid is specific in the 
treatment of pellagra, but I think we should bear 
in mind that conditions of the human being are not 
synonymous with those of the experimental animal. 
More than one factor is lacking in pellagra in 
clinical practice, and, as has already been stressed, 
adequate diet should be given along with nicotinic 
acid and the rest of the B complex. If the patient 
is lacking in nicotinic acid or the pellagra pre- 
ventive factor, the chances are he will be de- 
ficient in other factors of the B complex. 

In our free clinic at Touro Infirmary we do not 
see much pellagra, and we have had a lot of nico- 
tinic acid there and rather than let it go to waste, 
we put it to other uses. We have noticed that 
nicotinic acid is particularly useful, both prophy- 
lactically and therapeutically, in cases of persis- 
tent vomiting and anorexia. It has also been use- 
ful in postoperative cases where, because of the 
operation, for example, a gastric operation, the 
intake of food as well as vitamins has to be 
limited. 

McGinty, at the recent meeting of the American 
College of Physicians, said that nicotinic acid was 
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useful when given with sufanilamide. It will allay 
particularly the gastrointestinal toxic manifesta- 
tions. Of course, it will not prevent the anemia or 
agranulocytic angina. So far as sulfapyridine is 
concerned, I have used that very seldom, and to 
my regret. I do not think nicotinic acid would be 
indicated aleng with sulfapyridine. 

Dr. D. N. Silverman (New Orleans): I think in 
our clinical practice we see the degree of peilagra 
which might be termed “pre-pellagra lesions’’, often 
associated with intestinal disturbances. It occurs 
not necessarily in the impoverished, but in the 
well off, following any disorders of eating. That 
has happened in different classes of individuals, 
including physicians. I had the opportunity to 
see recently a doctor who developed pre-pellagra 
lesions of the mouth and bowels. He had no idea 
he was supposed to eat meat or protein food. He 
had been getting throat treatments for the mouth 
lesions which cleared up with the administration 
of the so-called pellagra specific. 

It has been brought out that we ourselves are 
instrumental in producing degrees of pellagra by 
means of some of our diets, particularly those for 
liver and gallbladder conditions, in which we are 
inclined to give a high carbohydrate diet. Symp- 
tomatology is brought on which is not only related 
to the mouth and intestinal tract but to the joints 
and nerves. Macatee, of Detroit, showed that a 
high carbohydrate diet produced this and that a 
high protein diet Would overcome it. We some- 
times encounter in individuals gastrointestinal 
symptoms which are difficult to recognize as 
pellagra; they sometimes simulate all the signs of 
peptic ulcer. I saw a patient in whom an ulcer 
of the duodenum was suspected and this was con- 
firmed by x-ray. At operation, no ulcer was found. 
Subsequently, and not very long thereafter, the 
patient developed the clinical syndrome of peilagra. 
This led us to believe that the nervous symptoms 
were primary and that the pellagra symptoms de- 
veloped on top of them. 

Dr. John H. Musser (New Orleans): Dr. Davis 
made the remark in his paper that pellagra is 
easy to diagnose, but, just as Dr. Silverman 
brought out, there are patients who suffer from 
a subclinical pellagra in whom the diagnosis is 
hard to make. We have had some experience, just 
as Dr. Silverman has, in treating patients with 
vague gastrointestinal disorders, sore mouths, and 
similar possible pellagra expressions. We give by 
way of a therapeutic test large doses of nicotinic 
acid; the results have often been astounding. I 
think nicotinic acid is definitely specific. We have 
kept patients on the ward on a pellagra-producing 
diet and given them nicotinic acid and their lesions 
disappeared regardless of and in spite of the food 
they were getting on this diet. 

That suggestion was made by Sebrell, which I 
have also advanced, that people who live on rations 
such as Dr. Barber mentioned might very well be 
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given, as a public health measure, small doses of 
nicotinic acid. Unfortunately, nicotinic acid 
brings sometimes uncomfortable reactions of vary- 
ing duration and people object to taking it. They 
ought to put nicotinic acid into salt, as with the 
iodides, or the patients might be given tablets to 
be taken for a little while. I am quite sure that 
these individuals who are undernourished and not 
receiving the proper diet would be materially bene- 
fited. 


Dr. W. R. Mathews (Shreveport): Among the 
organic lesions of the gastrointestinal tract which 
may be important in the causation of secondary 
pellagra, I should like to mention two, stricture of 
the rectum due to lymphopathia venereum and 
amebiasis. It is my impression that during the 
past twelve or eighteen months at the Shreve- 
port Charity Hospital we have had very few cases 
of pellagra in which one or the other of these 
lesions was not present. In an indigent patient 
whose economic and social status would suggest 
primary dietary deficiency, one is likely to over- 
look organic lesions of the lower bowel, the chief 
symptom of which is diarrhea. I can recall but 
one case of full blown pellagra coming to autopsy 
during the past twelve months at Charity Hos- 
pital who did not have either rectal stricture or 
amebic dysentery. 

Dr. A. A. Herold (Shreveport): I want to stress 
that if these pre-pellagra lesions are followed up 
and given proper attention, symptoms such as 
glossitis and stomatitis can be prevented, whether 
we consider pellagra a true disease or a symptom. 

I am interested in the history of pellagra in 
this country. Although I have not seen much of it 
in the last few years, when I was Parish Health 
Officer in 1916, I received a visit from Dr. Gold- 
berger, who, at that time, was stressing dietary 
deficiency, and stated that the deficiency was rep- 
resented by “P. P.”, the exact nature of which we 
did not know at that time. I read a paper before 
this Society in 1916 entitled, “A Contribution to 
the Treatment of Pellagra,” in which I reported 
some severe cases with marked mucous membrane, 
skin, and intestinal lesions. Following the work of 
Goldberger, in which he stressed high protein diet, 
and that of Dyer and Bass, who found that there 
was a lower coagulability of the blood in peilagra, 
I decided that horse serum would most likely fill 
the gap, and therefore gave a series of patients 
this preparation intravenously, the results of which 
were startling, clearing all the symptoms marked- 
ly except those of the central nervous system 

Today, I depend not alone on nicotinic acid, but 
still use brewers’ yeast and a high vitamin diet. I 
recall visiting Dr. Goldberger in Washington in 


- 1926, and asked him if he had anything new in 


pellagra therapy; he showed me a bottle of brew- 
ers’ yeast and said, “Here it is.” That is all very 
interesting because that was before we knew much 
of the work of Funk and others on the vitamins. 
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Dr. J. Preston Davis (In conclusion): In regard 
to the remark about the diagnosis being easy, I 
said that the diagnosis is usually easily made ex- 
cept in the preclinical stages. 
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PUBLIC HEALTH ASPECTS OF THE 
SYPHILITIC PATIENT* 


ALFRED L. ADAM, M. D. 
SHREVEPORT, LA. 


The public health aspects of the patient 
with syphilis are manifold, and only some 
of the more important phases are presented 
in this paper, feeling that such a presenta- 
tion is timely. The simple epidemiologic 
considerations and treatment objectives out- 
lined here are not complete, but will serve 
in a majority of cases. The first, and, I 
believe the most important phase, is the 
doing of some type of epidemiology by the 
physician treating the patient, and this 
paper is being presented so as to bring to 
the attention of the physician treating 
syphilis casually, the place of importance 
he holds in our fight against syphilis. It 
is my purpose to show that his position is 
one of major importance, and weakness or 
strength on his part may decide whether 
our present and future attacks will be re- 
warded with little or great success. Public 
health talks and papers on the subject of 
syphilis have the tendency, we hope, of 
making the public syphilis conscious and 
as a result of this consciousness patients 
not only seek out their physicians for treat- 
ment but also for advice and guidance. So 
the task of keeping up the public health 
work and the treatment of the patient with 
syphilis falls squarely where it properly 
belongs, on the one who in his practice, 
clinic or otherwise, encounters such pa- 
tients. 


EPIDEMIOLOGIC CONSIDERATIONS 


A physician may be indifferent and con- 
sider only the patient presenting himself 
for treatment, even when that patient is 
infectious. It is obvious that contacts, both 





*Read before the sixtieth annual meeting of the 
Louisiana State Medical Society, Alexandria, 
April 24, 1939. 


ADAM—Public Health Aspects of Syphilis 


source and subsequent, should be considered 
but oftentimes the physician does not seek 
out contacts for fear the quaint question 
of ethics and self exploitation for gain, 
might place him in malodor with his fellow 
practitioners. Probably more often he is 
indifferent, and considers it no concern of 
his as to from whom the patient has ac- 
quired syphilis, and to whom he has given 
syphilis. Oddly enough that same physi- 
cian would be greatly concerned over a 
sporadic case of typhoid or diphtheria. 
When we physicians come to think of syphi- 
lis as we do other communicable diseases, 
half the battle will have been won. 


Proper investigation through the patient 
presenting himself with syphilis is not diffi- 
cult. He is acutely interested as soon as he 
finds he has syphilis and makes an excel- 
lent epidemiologic assistant. A study of 
the patient’s activities before and after in- 
fectious lesions occur would result in more 
patients being placed under treatment, 
would limit somewhat the spread of syphi- 
lis, and would definitely mean added in- 
come for the physician handling the case 
and for his confréres. The bulk of the 
private practitioner’s practice is among the 
middle classes, and syphilis of that stratum 
of society may well be a stumbling block 
in our program. Consequently then this 
paper is in the nature of an appeal and a 
challenge to the moral fiber of our physi- 
cians of today, urging them to take their 
proper place in this work. 


The subjects of inadequate epidemiologic 
investigation and inadequate treatment are 
highly important and are given great, but 
I do not believe, sufficient emphasis in all 
of our clinics with but few notable excep- 
tions. 


There is one phase of syphilis that is 
probably better done by the country doctor 
than by the best clinics in the world, and 
that is real epidemiology in his practice, 
when his interest is aroused. He enjoys 
a high respect and appreciation among his 
patients, that is, goed will not found in any 
of the large cities. Having a mental pic- 
ture of his practice and a knowledge of 
economic conditions, social strata and moral 
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levels in his area of activity it is relatively 
easy to find and evaluate a contact once 
that contact is named. Proper disposition of 
that contact immediately suggests itself to 
him because of this intimate knowledge. 
Probabilities as to the integrity of a pa- 
tient’s statement, and the financial status 
of the patient involved, do not present any 
difficult problem. Either a patient belongs 
in someone’s private practice, or in a clinic, 
and proper notification by word of mouth 
should prove efficacious, the original pa- 
tient telling source and subsequent contacts 
to see his, or their doctor. A moderate 
degree of interest on the part of the physi- 
cian here can do a great deal more than a 
public health worker who does not know 
the patients, and community conditions as 
well. 

The question of securing the proper in- 
formation about his contacts from a pa- 
tient with syphilis might be considered 
here and is but a matter of correct reason- 
ing which varies with the individual pa- 
tient. In some cases a mere request results 
in the information given. In other cases a 
more devious approach is necessary. A 
rather satisfactory method is to try to ar- 
rive at the age of the infection, asking the 
patient frankly how long he could have had 
the disease, giving him the impression that 
this is all important to know, and the pa- 
tient usually volunteers the dates of sus- 
picious contacts, and finally, all contacts. 


After having the dates of contacts one 
might suggest that he give the names of 
those contacts whom he would like to have 
notified of the possibility of their having 
the disease. Some names will be left out 
in some cases, and you might state then 
that you had hoped he would name the one 
from whom he contracted the disease, but 
in your opinion, he has not done it so far 
because of the dates of contact, that is, 
there are no names to fit some of the dates 
he has freely given. If the mere statement 
that the contact should have the benefit of 
examination and treatment, if necessary, 
before the disease advances and does possi- 
bly irreparable damage, does not result in 
all of the names being given, a different 


approach is suggested. It might be pointed 
out that knowledge of patients who have 
the same strain of the germ would help in 
the study, and treatment of his case, ex- 
plaining that certain types have a special 
affinity for the nervous system, others for 
the heart, and others are apt to belong to 
the relapsing infectious type. It does not 
make any difference whether you subscribe 
to this belief or not. Some authorities think 
so, and that is sufficient reason for this 
line of questioning. If the patient still is 
reticent, point out that some very good 
friend or even a relative may be infected 
and subsequently, some innocent girl years 
from now may have a syphilitic baby, as 
a result of this chain of syphilis of which 
he is an important link. Explain that in 
shooting a mad dog with hydrophobia, no 
one is interested in the dog except to keep 
him (the dog) from harming others. In 
other words the weakminded clandestine 
prostitute can be pictured in that way. 


After understanding and appreciating 
the important facts about the spread of 
syphilis the patient will volunteer all the in- 
formation he has at his command and will 
show interest, and even enthusiasm in the 
objectives you are trying to gain,—to 
bring infectious cases under treatment and 
treat until non-infectious. One must as- 
sure the patient however that his or her 
name will not appear in any communica- 
tions, written or otherwise, with any of the 
contacts. In clinic practice it is helpful to 
advise the patient that he is expected to do 
his part in the work, and you expect co- 
operation in every way from him, just as 
he has a right to expect cooperation from 
the clinic in treating his case. In the low 
I. Q. group one usually needs but to say 
“How do you expect me to treat you if you 
do not give me the information that I know 
is necessary so as to be able to decide what 
drug and what dose to use.” 


Here as I said before the patient will tell 
his doctor whom he has known a long time 


- much more readily because for one thing he 


knows his confidence will not be violated. 
In the vast majority of cases he can be 
trusted to notify his contacts, but if he 
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does not the doctor will find it easy to 
notify them. 


EXAMINATION OF PATIENTS TO DETERMINE 
THEIR STATUS 


Examination of patients is an aspect of 
the syphilitic patient that is deemed by me 
to be of paramount importance, especially 
in infectious and potentially infectious 
cases. After taking a complete history the 
patient should be stripped from hat to 
socks, and examined, preferably in good 
daylight. All orifices should be examined 
carefully using a 75-100 watt electric light 
on a long cord, the latter facilitating and 
expediting the procedure. All lesions that 
might possibly contain spirochetes should 
be scraped and examined by dark field. 
Dark field of course includes India ink 
study for treponema and is very efficient 
in expert hands. In the absence of dark 
field facilities a capillary pipette may be 
used to aspirate the fluid from the lesion, 
and ends sealed with wax, soft bees wax 
not sealing wax, and the preparation sent 
special delivery to the nearest state or 
private laboratory. This pipette method is 
an excellent one provided the lesion is 
abraded properly after cleansing. Dry 
gauze may be used for abrading and cleans- 
ing the lesion. In the case of indurated and 
fibroscleromatous lesions, a file such as 
used in opening ampuls may be used just 
to the point of drawing blood as in smallpox 
vaccination. In lesions of the tonsillar area 
and cervix, a tightly made cotton applicator 
may be used to explore and macerate the 
tissues and to provoke slight bleeding. 
After provoking slight bleeding wait a few 
minutes and the lesion will weep and this 
serum may be picked up with a platinum 
loop or wooden applicator. The material 
is placed on a glass slide and a drop of 
normal salt solution added and with the end 
of a wooden applicator or toothpick the 
clots may be fished out. The preparation 
may be examined immediately if a dark 
field is available, or the preparation may be 
aspirated into a capillary pipette and 
mailed for delayed dark field examination. 
The addition of saline here is optional. It 
is interesting to note how easily spirochetes 
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may be demonstrated in lesions of tonsils, 
mucous patches of mouth, eroded lesions on 
sides of the tongue and the secondary le- 
sions about the ano-genital region. Moist 
papules of flexures or any lesion primary 
or secondary, no matter where located, 
which weeps after abrasion should be sub- 
jected to dark field examination. 


Thorough examination of older cases for 
early cardiovascular, early neurosyphilis, 
and eye lesions, is considered very impor- 
tant, as treatment objectives will be gained 
without therapeutic shock or the dose of 
arsenicals may be large at outset gaining 
a therapeutic objective that would not be 
likely with small tonic doses. Since reduc- 
ing a patient to non-infectiousness and pre- 
venting infectious relapse is one of the 
major phases of our work, one should try 
to give at least 20 arsenical doses with 20 
weeks of a heavy metal, preferably bis- 
muth. A good point to remember is that 
the critical point of relapse lies between 
the fifth and ninth injection of the arse- 
nical. So one should strive to get, at the 
very least, 12 arsenicals and 12 bismuths 
into a patient before he lapses. 

Objectives to be gained in the handling 
of a patient with syphilis is a very definite 
and important public health aspect of 
syphilis, especially so as case finding and 
treatment are the basis of the present cam- 
paign, and the success of our campaign 
against syphilis depends on doing these two 
things well. 

PUBLIC HEALTH OBJECTIVES OF EARLY 
MANIFEST SYPHILIS 

Early syphilis here means a person who 
has had syphilis two years or less. The 
objective manifest is self explanatory—the 
chancre and secondary lesions being the 
most important lesions encountered. The 
patient must be assiduously studied for eye 
lesions, iritis being found very often in our 
early cases, early neurosyphilis, and the few 
cases of early cardiovascular syphilis that 
will be found under two years. Existing 
syphilitic pathology and existing non-syphi- 
litic pathology must be determined, corre- 
lated and evaluated as they determine our 
treatment procedure. Consultation should 
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be sought in all cases not clearly under- 
stood. Syphilis cannot be treated by rote. 

Public health objectives of the early 
manifest cases are: 

1. Secure complete knowledge of exist- 
ing syphilitic pathology. 

2. Secure complete knowledge of exist- 
ing non-syphilitic pathology. 

3. Epidemiologic investigation of all con- 
tacts, source and subsequent. 

4. Treat patient to arrest or cure clinical 
manifestations of the disease. 


5. Treat patient to non-infectiousness. 


6. Bring contacts under treatment and 
treat to non-infectiousness. 


7. Secure clinical cure through prolonged 
continuous treatment. 

8. Make patient syphilis conscious, that 
is, educate about syphilis so as to insure: 
(a) His aid in a public health way in his 
or her small sphere of activity; (b) to 
avoid re-infection; (c) to insure treatment 
in all pregnant women. 

PUBLIC HEALTH OBJECTIVES OF EARLY 
LATENT SYPHILIS 

The objectives here are the same as the 
above with the exclusion of points 1 and 4, 
because no detectable syphilitic pathology 
exists. Relapsing infectiousness must be 
considered and one might remember the 
point about infectiousness of semen. 

PUBLIC HEALTH OBJECTIVES OF LATE 
MANIFEST SYPHILIS 

The objectives here in cases from two 
years and up in age involve two important 
points: First, what damage is syphilis 
doing or may do to the patient, and second, 
what damage the patient has done as far as 
disseminating syphilis, principally to his 
family, and what benefit may be gained by 
preventing such a patient from becoming 
a public burden, and more important de- 
creasing his danger to others through faul- 
ty physical activities, such as operating ma- 
chines in an industrial way or an automo- 


bile where his faulty judgment may result 


in decreased efficiency or may cause loss 
of life. 

The public health objectives here may be 
classified as: 


1. Secure complete knowledge of existing 
syphilitic pathology. 

2. Secure complete knowledge of existing 
non-syphilitic pathology. 

3. Secure cure or arrest of manifest le- 
sions. 

4. Secure clinical cure in some cases. 

5. Prevent clinical progression. 

6. Educate as to future conduct as in 8 
of early manifest. 

7. Epidemiologic investigation and study 
of contacts, principally wife and children. 

All of the objectives of late manifest 
syphilis apply here with the exception of 
1 and 3. 

PUBLIC HEALTH OBJECTIVES OF SYPHILIS 

OF PREGNANCY 

Because we can secure a healthy child 
in 95 per cent of cases where treatment is 
started before the fifth month, prenatal 
syphilis should rapidly decrease with the 
proper education of expectant mothers. 
Our prime objective here is to get a healthy 
child free from syphilis. The treatment 
is very intensive, remembering two points: 
First, nine out of ten pregnant syphilitic 
women will not show manifest lesions and 
pregnant women stand arsenical medica- 
tion three to six times better than non-preg- 
nant individuals. The protective phase of 
pregnancy should be considered and the 
woman treated after delivery for obvious 
reasons. 


PRENATAL SYPHILIS 


Syphilis here is the same as acquired 
syphilis, that is, it may be classified in the 
same manner according to age of the in- 
fection and manifest lesions. Examination 
of the child of a known syphilitic mother 
should be painstaking, should extend over 
a period of two years and should include: 
(a) Thorough physical examination at 
birth; (b) dark field examination of 
scrapings from wall of umbilical vein; 
(c) x-ray of long bones at two weeks; 
(d) serologic and periodic physical exami- 
nation from two weeks to two years. 


SUMMARY AND CONCLUSION 


An epidemiologic phase of syphilis has 
been presented; examination of infectious 
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cases is stressed; treatment of infectious 
patients is stressed; objectives related te 
public health have been outlined. 


It is the essayist’s hope that this paper 
may prove thought provoking to the extent 
of arousing interest in the study of the 
syphilitic patient as a distinct and impor- 
tant entity in every physician’s practice. 


DISCUSSION 


Dr. Dewitt T. Milam (Monroe): In discussing 
Dr. Adam’s paper on the public health aspects of 
the syphilitic patient, I want to say that it forces 
the man who is doing private practice to think a 
lot about what he is doing to help the Public 
Health Service and to see if he can help them. 


As you all know, the public in general has be- 
come more or less syphilis minded. Since the sub- 
ject has been in our journals and newspapers, we 
get a different atmosphere, and people do not 
hesitate to talk about syphilis. I think the Public 
Health Service, at the present time, in the State 
here and elsewhere, is doing one of the greatest 
pieces of work I have ever seen, and when I say 
that I mean that they are treating what we term 
the indigent patient in cooperation with the men 
who are specalizing or doing general practice. The 
patient has to receive a certificate to the effect 
that he is not able to pay for medical services be- 
fore the Public Health Service will accept him. 
If an indigent patient goes to the Board of Health, 
we know the patient is going to get treatment, 
but he needs that treatment over a period of days, 
months or years. I believe the Public Health 
Service, when they first started the campaign to 
treat syphilitics, was to treat the infectious type 
of patient who was sent to them. Of course, they 
had so many they were swamped. When the pa- 
tient came in he was given a routine Wassermann 
and, I believe, had to have two positive. 


I think the thing Dr. Adam tried to get over 
in his paper is this: That so many of the men 
who are specializing in genito-urinary diseases or 
treating lots of syphilitics never think where the 
patient has contracted the disease, never ask 
about contacts, which is more or less social service 
work. It is lots easier for the Public Health Serv- 
ice to do this. It is hard for me to get patients 
to tell of contacts; sometimes they will not tell 
you anything. Dr. Adam brought out that very 
often they tell him. In other words, what I want 
to bring out and what I want to impress upon 
the man treating syphilis is, unless you get assist- 
ance from physicians who are doing general prac- 
tice who are treating syphilitics, you cannot go 
back further than the particular individual, you 
cannot get all the links in the chain and cannot 
accomplish what you want to accomplish. Some- 
times the patient will voluntarily tell you where 
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he got the disease. 
not be. 

I disagree with some of the remarks of Dr. Adam. 
I know he can do it because in the clinics where 
they are treating indigent patients, those patients 
get the best service and have to cooperate in 
order to continue to get treatment. The patient 
walks into my office and is going somewhere else 
if he likes. Of course, there are exceptions. We 
can get some history from some of them, but the 
usual history is not sufficient to work on. Per- 
sonally, if a patient gave me the names of 90 
contacts, I would not call up one of them. It is 
mighty hard in my work for me to keep records 
and report venereal diseases as they should be re- 
ported. I do report the greater number and some 
I do not. 


In regard to the treatment of syphilis, some 
patients will come in with an initial lesion or 
chancre. The lesion disappears and so this pa- 
tient in a few weeks or maybe months may have 
secondary syphilis. He may not; he may skip 
the secondary stage and may have cerebrospinal 
syphilis and you may not see him until that time. 
Those are the patients I think should be sent to 
the clinics that are being established throughout 
the State for the benefit of the person who cannot 
continue this treatment, and it should be impressed 
upon patients receiving antiluetic treatment that 
it is for a long period of time. I do not know the 
routine of the Public Health Service but in pri- 
vate practice, with a primary lesion and diagnosis 
made by the dark field, I routinely give them con- 
tinuous treatment over a period of a year and 
serologic tests during that time and following it. 
I think continuous treatment is the best. 


So I want to impress here: Find out whether 
the individual is infected and then get him to 
tell the physician the contacts. You can make the 
indigent patient do it, but it is mighty hard in the 
office. I think those of the medical profession 
who treat luetic persons should keep that in mind, 
to try to carry out the link in the Public Health 
Service work, and I am sure if they do it, they 
will certainly be of help, because to eradicate syph- 
ilis is a mighty big thing and it will not be ac- 
complished unless every physician puts his shoulder 
to the wheel. 

Dr. Paul S. Parrino (Franklin): I think that 
Dr. Adam’s comparison of syphilis as a communi- 
cable disease with typhoid is well taken. In pre- 
vious years and even now when we have a case of 
typhoid, we immediately dispatch the Public Health 
Service to look into the water supply, where the 
milk was obtained, and investigate everything to 
find out all we could when we had this one case 
of typhoid. For every case of typhoid there are 
one thousand or more cases of syphilis, and since 
syphilis is a contagious disease, why not treat it 
as such? Epidemiologic investigation is required 
as much as in typhoid or smallpox. It might be 


It may be true, or it may 
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well to recall that in some instances there have 
been discovered 20 or 30 subsequent contact cases 
derived from an original source within a year’s 
time. From one individual with infectious syphilis, 
there were one or two more, and then each one 
of those spread syphilis to others. There is one 
series of 32 cases of syphilis in a year’s time 
traced to one source. 

That is one of the chief methods used in Scan- 
dinavian countries in combating syphilis. If we 
first stop the spread of syphilis, the treatment of 
late latent cases then becomes an easy matter. 


I would like to emphasize the point of infectious 
relapses. We see all too much still of physicians 
giving the patient with syphilis six doses of neo- 
salvarsan and never seeing him again, and we all 
know that that amount of treatment is worse than 
none at all. The large majority of these cases 
get an infectious relapse and have to go all through 
the stages of contagion again. 

Another point Dr. Adam brought out, that is 
the diagnosis of prenatal syphilis in the infant. 
It is too often taken for granted that if the mother 
has syphilis, the baby has syphilis. We now 
know that is not always the case. Original work 
was done on this in 1915 by Fildes and it was 
only recently brought out again that the mother 
may have syphilis, and the baby may have a posi- 
tive cord Wassermann but the baby need not have 
syphilis. 

Unless the baby has obvious clinical syphilis at 
birth as shown by a careful physical examination, 
judgment should be withheld. Take blood Was- 
sermanns at weekly intervals up to seven or eight 
weeks. It is better to have the titrated Wasser- 
mann performed. In cases where it is eventually 
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shown that the baby does not have syphilis, the 
titer of the reagin in the blood declines until a 
negative Wassermann is obtained at about the 
eighth week. X-ray of the long bones should also 
be used but remember that if the mother receives 
bismuth during gestation, there may be a con- 
fusing bismuth line in the bones of the baby. 

Dr. George N. Furbeck (Mexico City, Mexico): 
So many things can be said these days of the 
public health aspect of the syphilitic patient, but 
we should also consider the health aspect of the 
possible syphilitic in our homes. As I was going 
through Texas coming to the meeting, I stopped 
in Brownsville, and a card on the dresser in the 
hotel room advised that all the employees of the 
hotel were periodically examined for syphilis. If 
we would educate our clientele to the danger of 
bringing syphilis into our homes by servants who 
serve the table and take care of our babies, and 
to see that they are examined and treated, we 
would do a great deal in helping to control syphilis. 

Dr. A. L. Adam (In conclusion): Dr. Furbeck 
said something about servants being examined. In 
Shreveport and Caddo Parish it is the usual prac- 
tice for the housewives to send all their help to 
us for a check-up. In practically all cases where 
the help is of that type where it takes careful 
investigation they not only send them for a Was- 
sermann but usually we see them when there is 
an infectious lesion. We examine these patients 
and do a dark field on all suspicious lesions. 

Great credit should go to Dr. Sandidge for start- 
ing this movement. The people of Shreveport are 


yhealth conscious about syphilis and send their ser- 


vants to be examined, not only for a Wassermanr 
but any suspicious lesion. 
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SEASON’S GREETINGS 


The Journal appears rather early in the 
month of December so that Christmas 
felicitations may seem a bit premature. 
However, it has become the custom to send 
out cards sometimes days and weeks ahead 
of the Christmas day. In view of this fact 
and because the January number of the 
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Journal will be out long after Christmas 
is a thing of the past, the Journal will at 
this time extend its best wishes for Christ- 
mas to all of its readers. 


To members of the State Medical Society 
we hope and wish that all happiness will 
come to them and their families at the 
Christmas season and that the next year 
will likewise be a happy and a prosperous 
one. 

Christmas is a time of rejoicing and 
happiness. To the man who has labored 
faithfully and conscientiously and has 
worked diligently and given of his best, the 
worldly rewards may not be entirely satis- 
factory but there should be a spiritual 
happiness which would do much to enhance 
the good cheer of the Christmas Season. 


ray 


STATE MEDICINE 


A recent address by Dr. Van Etten, 
President-elect of the American Medical 
Association, delivered before one of the 
medical societies of the State of New York, 
is well worthy of quotation, comment and 
paraphrasing. This chief representative of 
organized medicine asked the question: 
Does the American medical man want the 
medicine of England, of Hitler or Stalin, 
or does he want American medicine? He 
wants to know if the patient is desirous of 
having personal medical care and if he 
wants to choose his own doctor. He asks 
the patient if he wants a doctor to be an 
employer of the state, working limited 
hours or days, or does the patient want a 
doctor to work for him when he needs him. 

The statement is made by inspired propa- 
gandists that forty million people in this 
country suffer from a lack of medical care. 
The pronouncer of such a statement, which 
obviously is untrue and false, prescribes 
socialized medicine as carried out in Eu- 
rope. As a matter of fact any person in 
this country, almost without exception, can 
have emergency medical care free of cost 
any time of the day or night. Every large 
city, most small towns and rural communi- 
ties have hospital facilities that are avail- 
able to people whose incomes are small. A 
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generous medical profession cares for these 
people free of charge, or charges according 
to their means. In refuting the distorted 
statement that forty million people do not 
get medical care, how can one explain the 
fact that the death rates have been and still 
are steadily falling? 

Of course there are a few communities 
in which medical care may be inadequate 
but the people in these same communities 
are also poorly fed, clothed and housed. 

The health of the individual and the 
health of the community would be enhanced 
materially by slum clearance in the larger 
centers. In the rural areas teaching the 
people how properly to live would do much 
for their health. 

The propagandists are making deroga- 
tory statements concerning the medical 
profession which may weaken the medical 
profession in its contact with patients, a 
most unfortunate situation because trust 
and confidence of the patient in his doctor 
are the first essentials for proper care of 
the sick man. The aspersions cast against 
the profession are unfairly presented and 
are untrue for the most part. As a matter 
of fact organized medicine stands for the 
prevention of disease, the protection of 
children from communicable diseases, the 
care of deformed and crippled children, the 
prevention of blindness in the child and for 
his nutritional improvement. The medical 
profession stands for the attempted reduc- 
tion of communicable venereal disease, it 
stands for proper sanitation, for good food 
and drug laws and good housing. Abso- 
lutely the medical man’s function lies in 
his preservation as the family physician, 
the guider and helper of innumerable fami- 
lies. He sees the difficulties state educa- 
tion meets, particularly when it has grown 
too expensive for a community, thousands 
of teachers unpaid and out of work, only a 
few new teachers appointed, expensive poli- 
tical manipulations and other evils. The 
doctor in his practice occasionally considers 


state medicine in terms of salaried relief: 


from financial worries, but the doctor 
makes a living and in making this living he 
forgets about finances in the interest of 
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his profession. He realizes and appreciates 
that it is the most fascinating profession in 
the world and he loves it. All he asks is a 
fair return for the efforts that he makes 
in combating disease and helping patients. 


£\. 
Vv 


COR PULMONALE 


The term, cor pulmonale, has been util- 
ized infrequently in the past but nowa- 
days more and more in literature and in 
everyday conversation the expression is 
becoming common. Originally intended to 
express the cardiac failure which arises as 
result of pulmonary disease, it has now, in 
common usage, been broadened so that it 
includes practically all types of cardiac fail- 
ure in which the right heart is especially 
involved. According to Brill* the initial 
circulatory disorder, if of the right heart, 
is the primary cor pulmonale. Secondary 
cor pulmonale develops as a result of ante- 
cedent failure of the left heart. The most 
frequent immediate cause of the primary 
type is obstruction or increased resistance 
of the blood flow in the pulmonary circula- 
tion somewhere between the conus and the 
mitral valve. Very occasionally it develops 
as result of congenital septum defects or 
organic tricuspid regurgitation. 

The general symptoms of a pulmonary 
nature of this condition are known to every 
one. Outstanding, of course, are cyanosis, 
dyspnea, polycythemia, spitting of blood 
and pulmonary osteo-arthropathy. As a 
result of failure of the right side of the 
heart there occurs hypertrophy and dilata- 
tion of the right auricle, ventricle and 
conus, which is readily demonstrated by 
x-ray, increased venous pressure, accen- 
tuated pulmonic second sound and over the 
pulmonic area murmurs, thrills and gallop 
rhythm, and lastly a low systemic blood 
pressure. The increased venous pressure 
manifests itself by engorgement of the 
superficial veins, edema, enlarged tender 
liver, exudates into serous cavities, dimin- 








*Brill, I. C.: The clinical manifestations of the 
various types of right sided heart failure (cor 
pulmonale), Ann. Int. Med., 13:513, 1939. 
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ished urinary output and increased cere- 
brospinal pressure. 

Secondary cor pulmonale will not be dis- 
cussed because it is merely a part of the 
picture of generalized heart failure. Pri- 
mary cor pulmonale may be acute, subacute 
or chronic in its expressions. The acute 
type is explosive in nature, resembling 
closely coronary occlusion with extreme 
dyspnea. There is often pain in the region 
of the sternum, the precordium or on the 
other side of the chest or in the shoulders. 
Concomitantly there occur the symptoms 
of severe shock which objectively are out- 
standing. Cyanosis is pronounced, blood 
pressure of course is low and the pulse is 
rapid and weak. Once in a while extensive 
pulmonary edema supervenes. There is a 
differential point between coronary occlu- 
sion and pulmonary embolism, or acute cor 
pulmonale, in that in the first pain predom- 
inates; in the second, dyspnea. The mor- 
tality is high and death usually occurs in 
50 per cent of patients who die within thir- 
ty minutes to twenty-four hours. Oxygen, 
morphine and atropine are indicated in 
ample quantities. 

The usual immediate cause of pulmonary 
embolism is thrombosis of the veins of the 
lower leg so that it is of extreme import- 
ance to maintain circulatory sufficiency in 
the extremities, particularly in older peo- 
ple, following operation. The legs should 
be kept warm at all times, they should be 
massaged frequently during the first forty- 
eight hours and at least two or three times 
a day until the patient is out of bed. 
Patients should start to move their legs al- 
most as soon as they have recovered from 
their narcotic. Carbon dioxide has been 
recommended by inhalation from time to 
time during the first forty-eight hours. 
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Subacute cor pulmonale will produce 
very much the same series of symptoms 
only less rapid in their development. It is 
generally due to a fairly rapid narrowing 
of the pulmonary bed by metastatic car- 
cinoma. It is an extremely rare condition. 
Chronic cor pulmonale is really very com- 
mon indeed. It may be brought about not 
only by pulmonary fibrosis, as result of 
pneumoconiosis, tuberculosis or emphysema 
and chronic bronchitis, but also by such 
factors as mitral stenosis, deformities of 
the chest, congenital heart lesions and pri- 
mary pulmonary arteriosclerosis. The clin- 
ical findings are those already mentioned 
in the early part of this discussion with 
particular accentuation on cyanosis. The 
course, naturally, considering the usual 
etiology, is progressive but prolonged in 
time. Once in a while the patient dies sud- 
denly as result of acute circulatory failure, 
more frequently of congestive heart failure 
but commonest of all reasons for death is 
the occurrence of an intercurrent infection, 
usually pneumonia. Treatment of chronic 
cor pulmonale lies in the effective manage- 
ment of the underlying pulmonary disease. 
When myocardial weakness develops nat- 
urally recourse must be had to rest, digi- 
talis and diuretics. Diuretics are often of 
great value because edema is relieved, even 
if only occult, and the patient is materially 
helped. The physical findings in this con- 
dition should be stressed because it is not 
customary to pay much attention to the 
pulmonic valve area but it is in this par- 
ticular region of the chest, often called the 
area of romance, that the murmurs are 
more pronounced, where the gallop rhythm 
is heard and where sometimes thrills may 
be felt. 





HOSPITAL STAFF TRANSACTIONS AND CLINICAL MEETINGS 


NORTH LOUISIANA SANITARIUM 
Shreveport 

The regular meeting of the North Louisiana 
Staff was called to order October 24, 1939, by the 
President, Dr. George Wolfe, with twenty-one 
members present. Minutes of the previous meet- 
ing were read and approved. The Hospital Report 
for October was read and the deaths discussed. 


SCIENTIFIC PROGRAM 

Dr. Lucas presented two interesting cases of 
pyloric stenosis in infants, pointing out the dif- 
ference in pyloric stenosis and pylorospasm and 
emphasizing the indications for operation. Dr. 
Heard discussed the operation, stressing preopera- 
tive and postoperative care, and giving the details 
of the Ramstedt technic. Dr. Wolfe discussed these 
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cases and pointed out that the mortality rate in 
such cases is now very low. 

Drs. Wolfe and Heard presented two interesting 
cases one of which was diagnosed as possible 
Hodgkin’s disease, the patient having a mass in the 
left upper quadrant and enlarged glands in the 
neck. Patient returned in two years with estivo- 
autumnal malaria and was given quinine therapy; 
returned again in three years with the mass still 
present. Aspiration of the spleen revealed an 
abundance of muddy material, containing a great 
deal of lipoid substance, and a diagnosis of cyst 
of the spleen was made. Later, the spleen was re- 
moved and the patient has been in excellent con- 
dition since. 

The second case presented by Drs. Wolfe and 
Heard was that of congenital hemolytic icterus in 
a white female, aged six years. The patient had 
been jaundiced since birth, with occasional fever 
and leg pains. Splenectomy was done at which 
time stones were found in the common bile duct 
and gallbladder; these stones were removed and 
the patient has been well since. 

N. Judson Bender, M. D., Sec. 


TOURO INFIRMARY 
New Orleans 

A regular monthly meeting of the staff of Touro 
Infirmary was held Wednesday, November 8. The 
first order of scientific business. was a clinico- 
pathologic conference under the leadership of Dr. 
John A. Lanford. A paper was then presented by 
Drs. Charles J. Bloom and Eugene B. Vickery on 
“Hydronephrosis and Hydro-ureter with Secondary 
Infection in an Infant Five Months of Age.” Dr. 
D. N. Silverman then discussed amebiasis and was 
followed by Dr. Howard R. Mahorner who reported 
on “Simultaneous Hyperthyroidism and Carcinoma 
of the Colon Four Year Later.” 





TRI-STATE HOSPITAL 
Shreveport 


The regular meeting of the staff was called to 
order October 12, 1939, by Dr. Willis P. Butler, 
Acting Chairman, twenty-two members being 
present. 

SCIENTIFIC PROGRAM 

A follow-up report regarding the etiology of the 
case of right arm paralysis, presented at the Sep- 
tember meeting, was given by Dr. J. E. Knighton, 
Jr.; this proved to be a superior sulcus tumor. The 
patient was given deep x-ray therapy and when 
seen last, motor function had improved somewhat. 

Dr. H. L. Cohenour reported the case (3023-L) of 
a white male, aged 7 years, who entered the hos- 


pital complaining of sore throat, body rash, nausea, 


vomiting and abdominal pain. Examination re- 
vealed an apathetic white male, temperature 98.4,° 
tonsils enlarged and slightly inflamed, diffuse ab- 
dominal tenderness, generalized adenopathy, and 
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a ring-like macular eruption on the abdomen and 
lower extremities. Total white blood count 35,000, 
polymorphonuclears 92 per cent; urinalysis, 1 + 
albumin, 4+ acetone. The acidosis cleared up 
promptly on treatment, but the abdominal tender- 
ness persisted. A laparotomy was done and re- 
vealed a diffuse mesenteric lymphadenitis and an 
apparently normal appendix, which was removed. 
Patient improved rapidly and postoperative course 
was uneventful. 

Dr. Willis J. Taylor next presented the case 
(1300-L) of a white male, aged 22 years, who en- 
tered the hospital complaining of backache, weak- 
ness and numbness of the legs. The latter slowly 
increased until he developed complete paralysis of 
both lower extremities and of the urinary bladder 
28 hours prior to admission. The past history re- 
vealed several furuncles present the preceding 
month. Examination disclosed motor paralysis of 
both legs, urinary retention, and loss of sensation 
anteriorly from umbilicus down and _ posteriorly 
from a level two inches above the umbilicus. Very 
slight cervical rigidity was noted. There was 
slight tenderness to palpation along the mid-por- 
tion of the thoracic spine. Temperature was 100.2° 
F., pulse 80, respiration 20; urine negative, white 
blood count 21,200; differential, polymorphonuc- 
lears 60 per cent, large leukocytes 10 per cent, 
small leukocytes 20 per cent, eosinophils 10 per 
cent. Spinal puncture: pressure 220 mm. water, 
Queckenstedt positive. Three c.c. clear fluid were 
withdrawn with difficulty: Cell count 79, with 
60 per cent polymorphonuclears; no increase in 
globulin; negative smear and culture. A tentative 
diagnosis of anterior poliomyelitis was made. Re- 
peated spinal puncture in three days yielded 4 c.c. 
xanthochromic fluid. Four c.c. lipiodol were in- 
jected; x-ray revealed obstruction opposite first 
lumbar vertebra. A diagnosis of acute epidural 
abscess was then made and laminectomy of tenth, 
eleventh and twelfth thoracic and first lumbar was 
done. The wound was loosely closed about a rubber 
tissue drain. Culture of the pus yielded Staphy- 
lococcus albus. Six days postoperatively, the pa- 
tient was improved generally; however, no definite 
change has been noted as yet in the neurologic 
findings. 


The Staff of the Tri-State Hospital held its 
regular meeting November 9, 1939 at 8 p. m. Dr. 
T. J. Bush, Chairman, called the meeting to order, 
thirty-two members and three visitors being 
present. 

Dr. W. P. Butler asked that all staff members 
familiarize themselves with the State Coroner 
Laws, since there had been some confusion as to 
what constitutes a coroner’s case. 


SCIENTIFIC PROGRAM 


Dr. Willis J. Taylor reported no definite im- 
provement in the case of acute epidural abscess 
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reported last month, despite several changes in 
therapy. 

Dr. J. C. Willis, Sr., presented the case (2990-L) 
of a white female, aged 25 years, who was six and 
one-half menths pregnant and entered the hospital 
complaining of vaginal bleeding. On examination 
the placenta was found covering the internal os; 
a diagnosis of placenta previa was made. Ce- 
sarian section was done and the patient recovered. 
The types and treatment of placenta previa were 
discussed by Dr. C. R. Mays. 

Dr. M. D. Hargrove next presented the case 
(3102-L) of a white male, aged 33 years, who en- 
tered the- hospital complaining of pain in chest, 
low grade fever, cough and abdominal pain. Pre- 
vious to this admission he had been seen several 
times, on all of which occasions he had presented 
low grade fever, sweats, arthritic pains, pain in 
chest, occasional hemoptysis and attacks of severe 
abdominal pain. Examination had consistently re- 
vealed a pansinusitis on the left, tachycardia and 
low grade fever. The findings in the recent ex- 
acerbation for which he was admitted to the hos- 
pital were confined mostly to the chest. There 
was a friction rub over the entire left chest and 
at the right base posteriorly. Breath sounds were 
diminished. Total white blood count 18,500, poly- 
morphonuclears 81 per cent; temperature 101°; 
pulse 130; respiration 24. Six repeated blood cul- 
tures. were negative. During the course of his 
stay he developed petechial hemorrhages in various 
locations and also several toes and fingers devel- 
oped gangrenous areas on them. In the last few 
days of his illness there appeared a rough systolic 
murmur at the mitral area. Despite all treatment 
patient expired. Autopsy revealed pulmonary in- 
farcts with abscesses; mesenteric thromboses, 
vegetations on mitral valve. 

Dr. L. W. Gorton discussed the case with refer- 
ence to the pansinusitis. Drs. C. R. Gowen, H. 
Gallager, P. R. Gilmer, W. R. Mathews and W. P. 
Butler discussed the case with reference to the 
cause of death and course of infection. 

E. W. Booth, M. D., Sec. 





HUTCHINSON MEMORIAL CLINIC 
OF THE 
SCHOOL OF MEDICINE 
THE TULANE UNIVERSITY OF LOUISIANA 
New Orleans 


Scientific Session, with Presentation of Cases, 
conducted by the Department of Obstetrics, Dr. 
E. L. King presiding: 

A Problem in Syphilis (Dr. C. F. Moore, Jr.): 
The patient was admitted to the Hutchinson Me- 
morial Clinic obstetric service on February 10, 
1933, with a history of amenorrhea of five and 
a half months’ duration. She had no untoward 
symptoms on admission. The family history was 
essentially negative except for the fact that the 
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father died at 42 years of age from diabetes mel- 
litus, and the mother at 40 of a disease of the 
heart. No history was obtained of abortion, still- 
birth or miscarriage in patient’s mother. On Feb- 
ruary 13, 1933, Wassermann and precipitin reac- 
tions were negative. 

The patient had a delivery of a full term still- 
born child on May 24, 1928. According to an older 
record the Wassermann at that time was negative. 
She had a full term eight pound female on January 
26, 1932. This baby died at two months of age 
from nephritis. The Wassermann report was not 
found on this child. The prenatal period was un- 
eventful except for severe headaches and edema of 
feet. She had a small ulcer on the upper, anterior 
third of the right leg during April, 1933, that 
healed with silver nitrate 20 per cent application. 
She delivered a full term viable female baby on 
June 30, 1933, with no apparent difficulty, and a 
normal puerperal period. 

On March 3, 1933, and on April 10, 1933, the 
Wassermann and precipitin tests were negative. 

The patient was readmitted on February 7, 1938, 
in the eleventh week of her fourth pregnancy. This 
pregnancy was uneventful except for the. severe 
edema, visual disturbance, and headache. She de- 
livered by spontaneous delivery an apparently nor- 
mal male child on September 5, 1938, with an 
uncomplicated postpartal recovery. On February 
8, 1938, Wassermann and precipitin reactions 
were negative. On November 7, 1938, the Was- 
sermann was negative and the precipitin was mod- 
erately positive. 

The last admission of this patient to our ob- 
stetric service was on August 7, 1939. On ad- 
mission she was found to be three or three and 
a half months pregnant, and was still showing 
the edema, headache, and visual disturbance, which 
occurred with all of her pregnancies. The youngest 
child was found to have a plus Wassermann on 
November 7, 1938, and was receiving antiluetic 
treatment at the time of the mother’s admission to 
the obstetric clinic. On August 7, 8 and 28, the 
Wassermann and precipitin reactions were nega- 
tive. On September 7, 1939, the spinal fluid 
showed a negative Wassermann, a gold curve of 
0100000000 and no cells. 

Because of the baby being luetic the patient was 
given a provocative Wassermann. Mapharsen 0.04 
gram was given on August 23, 1939. Wassermanns 
were done on August 28, September 2, and on 
September 6 a spinal Wassermann was done. The 
entire series of tests was negative serologically. 

On September 7, 1939, globulin was negative, 
Wassermann was negative and differential was 
0100000000. 

This patient was placed on mixed treatment on 
October 12, 1939. The mixed treatment was dis- 
continued and mapharsen 0.03 gram and bismuth 
salicylate 0.13 gram was given on October 25 and 
October 31. 
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Pregnancy with Intact Hymen (Dr. E. L. King): 
This patient was first seen in the Charity Hos- 
pital Clinic when she was about six months preg- 
nant. Her mentality was of a very low order, so 
that she could not give a history as to the duration 
of pregnancy. She had no idea as to her age, and 
we could not obtain from her any data as to 
whether she had ever menstruated. She could not 
be made to understand what we were trying to 
discover. We did elicit a history of two attempts 
at sexual intercourse. When examined, a normal, 
developing pregnancy of about six months was 
found, and the fetal heart was audible. An at- 
tempt at vaginal examination showed that the 
hymen was imperforate, except for a small opening 
just admitting a hair pin in its anterior aspect 
just beneath the urethra. 

It was apparent that impregnation had occurred 
through this small opening. Evidently the vaginal 
secretion must have been made alkaline by the 
constant outpouring of the cervical secretion into 
the vagina. Normally, of course, the vaginal secre- 
tion is acid, and is inimical to the spermatozoa. 

The patient was admitted to the Tulane gyne- 
cologic service, our idea being that the hymen 
should be excised in ample time for the incision 
to heal before delivery should occur. However, 
those in charge of the service felt it was best not 
to do this, so she was discharged. She was ad- 
mitted to our obstetric service at Charity Hospital 
a few days before the expected date of delivery, 
which was calculated solely from the size of the 
uterus. She went into labor, and the head was 
brought down on to the perineum without particu- 
lar difficulty. The hymen was incised by Dr. W. 
K. Gauthier, the resident, and the baby was de- 
livered by low forceps and episiotomy. The episi- 
otomy was repaired. The hymeneal membrane was 
found to be retracted to such an extent that an 
incision was not necessary. The repairs were by 
first intention, and convalescence was uneventful. 


A Case of Postpartal Hemorrhage (Dr. M. C. 
Steiner—Read by Dr. Glass): The patient, Mrs. 
A. W. H., came to the surgery clinic, April 27, 
1988, with complaint of vomiting and epigastric 
distress. She had suffered from the latter for 
twenty years. She states that after drinking al- 
cohol, of which she is quite a frequent user, she 
would vomit blood. She has passed bright red 
stools at times during the past few years. She 
was diagnosed as chronic cholecystitis for which 
she had received treatment. 

The patient failed to return for treatment and 
was next seen in July of 1938 complaining of 
having missed two menstrual periods and with pain 
in the left lower quadrant. Examination in the 
gynecologic department revealed an _ enlarged 
uterus which was diagnosed as pregnancy but to 
be confirmed in a month or six weeks. She had 
an appointment with the gynecologic department 


ing this one. 
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for August 29, but on August 28 she had a slight 
brownish discharge and felt badly. On getting out 
of bed to take a drink, she fainted and was taken 
to Charity Hospital where she stayed for eighteen 
days, during which time she received transfusion 
and infusion and “a shot in the heart.” The diag- 
nosis was toxemia of pregnancy. On November 
28, she was examined and a viable fetus of about 
six months’ duration was found. She was then 
transferred to an obstetric ward. 


Her history reveals tubal pregnancy with abor- 
tion, 1926; a miscarriage from a fall, 1930; a 
miscarriage followed by blood poisoning, 1931; a 
dilatation and curettage for flooding, 1934. Her 
last menstrual period was in August, 1938, fol- 
lowed by labor pains in October when she was 
taken to Charity Hospital, packed and discharged. 

On March 30, 1939, she went into labor, remained 
in labor for nine hours under sedatives, then 
ceased labor pains. Labor was induced at 4 a. m. 
Membranes were ruptured at 4:45 p. m. because 
of a marginal placenta previa. She was delivered 
at 5:45 p. m. There was a slight tearing of the 
cervix which was repaired. It was noticed, how- 
ever, that there was no clot. The blood seemed 
to be coming from the uterus. This continued pro- 
fusely even after the repair of the lacerations. 
The uterus was packed. Her pulse was rapid but 
she was not in shock. She was sent to her room 
where she was given an infusion of 10 per cent 
glucose, % graim of morphine and routine post- 
partal care. This was at about six o’clock. At 
seven-thirty it was noticed that she had bled suf- 
ficiently to cover a very large area on the bed and 
that she was definitely in shock. She was given 
pituitrin, intravencus treatment and returned to 
the operating room. The packing was taken out 
and the patient expired before she could be given 
a transfusion. 


Autopsy on this patient was uninformative other 
than that there was no clotting of the blood even 
on the packing in the uterus. 


This condition is generally spoken of as post- 
partal hemorrhage in which the blood has no 
clotting power. The patient gave no previous his- 
tory of hemorrhages of any kind, and this was the 
unusual feature of the case. There was no clotting 
of collected blood even at the end of six or eight 
hours. Unfortunately, only one blood count was 
run on this patient on her first admission to the 
clinic. At that time she had 75 per cent hemo- 
globin and 4,000,000 red blood cells. 


Dr. King, in commenting on the case, reported 
that he had seen only one or two cases in his 
practice; Dr. Caire said he had seen three, count- 
It seems that there is little to be 
done for these patients other than transfusions. 
There may be hope in the reports coming out on 
the new anti-coagulates, especially vitamin K 
which may be of value in this condition. 
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An Unusual Death Following Delivery (Dr. 
A. Caire, Jr. ): As an introduction to this pro- 
gram, I would like to state that the obstetric 
service started in this institution in the fall of 
1933 and up to November 1, 1939, has delivered 
in their private homes 2557 pregnant women with 
only one maternal death. This was a death due 
to pulmonary embolism occurring one hour and a 
half after delivery. We hospitalize all of our se- 
riously ill patients, which, during this time, 
amounted to approximately 252 cases. Of these, 
there were five maternal deaths. My presentation 
will take up for consideration one of these latter 
cases. 

Mrs. A. K. D., 31 years old, white, was admitted 
to our clinic September 27, 1937. The history, both 
familial and personal, is entirely negative, with 
the exception that she was chronically constipated, 
had a slight amount of nausea, which lasted only 
three weeks, in the early part of this pregnancy, 
which is the first. The physical examination re- 
vealed a somewhat thin and apparently nervous 
white female, who was slightly deaf. The oral 
hygiene was poor, but otherwise the physical ex- 
amination in general was negative. The clinical 
laboratory examination revealed a mild amount of 
anemia; the Wassermann reaction was negative, 
urinalysis was also negative, as were the examina- 
tions of several vaginal smears and feces. 

The patient had an uneventful antepartum 
course from the date of admission until January 
17, 1938, when she complained of visual disturb- 
ances, edema of the lower extremities, and a slight 
cold. The blood pressure was normal and the 
urinalysis was negative. She was referred to the 
medical clinic for the cold, which was not con- 
sidered serious enough to warrant any medication; 
the only positive sign of physical disease that was 
elicited at this time was a tachycardia. From this 
time on, she was seen every week, and her blood 
pressure rose from 112 to 140 systolic, and on 
February 24, 1938, the urine was found to contain 
albumin. The weight gain during the pregnancy 
was 26 pounds. 

The patient was hospitalized at Touro on Feb- 
ruary 25, 1938, with a diagnosis of pre-eclamptic 
toxemia. Her blood pressure was 140 over 92, and 
the urine contained 4.5 per cent albumin, with 
some few casts. She was put on a pre-eclamptic 
diet and sedation for three days. During this time 
the albumin did not decrease and the blood pressure 
remained about the same, so that on the morning 
of February 28, 1938, it was decided to induce 
labor. The method of induction was surgical, as 
it has been our experience that in pre-eclamptics 
medical inductions fail in more than 80 per cent 
of cases. In attempting to insert a Voorhies bag, 
the membranes were accidentally ruptured. As 
the cervix was soft and about 2 cm. dilated, it was 
decided not to insert the bag after the membranes 
had been ruptured. 
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The patient went into active labor about sixteen 
hours later, and delivered within eight hours after 
the spontaneous onset of labor. One hour and a 
quarter before the labor terminated, the patient 
had an eclamptic convulsion, which lasted about 
ten minutes. As she was at this time scrubbed up 
and on the delivery table, the convulsion was con- 
trolled by the administration of ethylene and 
oxygen. The child was delivered by low forceps 
and episiotomy and was stillborn, no fetal heart 
tones being discernible and no attempts at respira- 
tion being made. During the last six to eight 
hours of labor, the fetal heart tones had been 
found to be between 180 and 200. This record was 
noted on the intern’s progress notes, but I seriously 
doubt its authenticity, because I do not believe any- 
one can count that fast. In view of the fact that 
the patient’s baby seemed to have been dead for 
some time when it was actually delivered, I seri- 
ously doubt if any fetal heart tones were heard 
during the last few hours of labor. 

Immediately after delivery, the patient went 
into profound shock, which was not due to hemor- 
rhage. The quick response to the accepted methods 
of treatment for shock, namely, elevation of foot 
of bed, morphine sulphate and glucose and saline 
intravenously, made us feel that she was entirely 
out of danger within two hours. For the next four 
days, the patient had an uneventful convalescence, 
the blood pressure dropping down to normal limits 
and the albuminuria decreasing. On the morning 
of the fifth postpartal day, she had a chill and a 
rising temperature up to 104.° This was thought 
to be due to a subinvolution and a genito-urinary 
tract infection. The next day she started coughing 
a little and by the seventh day postpartum, a posi- 
tive diagnosis of bronchopneumonia was made. 
From this date, March 7, 1938, until the date she 
was sent home from the hospital, April 6, 1938, the 
patient ran a temperature from normal in the 
early morning to between 101° and 104° in the 
late evening, every day. Notwithstanding the fact 
that the patient complained constantly of pain in 
her chest and was almost incessantly coughing, the 
medical consultants thought that the patient had 
completely recovered from the pneumonia and sent 
her home. During her stay in the hospital, the 
patient had received four whole blood transfusions 
and was given prontosil ad lib. After two weeks 
postpartum, the albumin disappeared from her 
urine, but even on the date of her discharge, the 
urine still contained numerous pus cells and bac- 
teria. ‘Several blood cultures were made during 
this time, all of which were negative. 

She was seen several times at home during the 
next few weeks and seemed constantly to be going 
downhill. It was almost impossible to convince her 
that it was necessary for her to return to the 
hospital for further treatment. And it was not 
until May 18, 1938, after having brought her up 
here to our clinic and having had a chest plate 
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made, which revealed a marked amount of pleurisy 
with effusion, that we were able to convince her of 
her dangerous condition. 


The patient was admitted to Touro on May 19, 
1938, and had bronchial pneumonia and pyelitis 
as postpartal complications. She was discharged 
from the hospital April 6, 1938. Since that time, 
she has been very weak and has an incessant dry 
cough, but no expectoration or hemoptysis. She 
has continuously lost weight, experiences quite a 
great deal of shortness of breath, has fever fre- 
quently in the afternoons, and occasionally night 
sweats. She complains constantly of pain in the 
left chest, particularly when inhaling, and cannot 
lie on her left side. Her appetite is very poor, and 
she complains of frequency of urination. The 
physical examination reveals a marked dulness and 
diminution of breath sounds over the entire left 
chest. The heart seems to be displaced towards the 
right. A blood count shows profound secondary 
anemia. 


Two days after admission, a thoracentesis was 
done, and about 200 c. c. of straw colored fluid was 
removed. The thoracentesis was repeated three 
more times while the patient was in the hospital; 
as much as 1200 c. c. of fluid being removed on 
at least two occasions. After the first thoracen- 
tesis, the patient started running higher fever; 
whereas before it never reached quite 100° in the 
afternoon, from this time on it was practically 
over 101° every day. The pleural effusion was 
cultured without any success; no organisms would 
grow in any media, several times injections into 
guinea pigs were made without success; smears 
and cultures all proved negative for tubercle ba- 
cilli. She was discharged June 16, 1938, as being 
improved. 


The patient was readmitted July 15, 1938, be- 
cause of excruciating pain which started July 4, 
1938, and became steadily worse until admission. 
A diagnosis of pleurisy with effusion was made, 
and on July 22, 1938, another thoracentesis was 
done, only 8 c. c. of fluid being obtained at this 
time. This fluid was cultured and reported to be 
contaminated with the hemolytic streptoccocus. 
Upon my insistence, a surgical consultation was 
asked for, and at last a correct diagnosis of pyo- 
pneumothorax was made. Five whole blood trans- 
fusions were given within the next seven days and 
patient was prepared for surgical intervention on 
July 31, 1938. In the early morning of August 1, 
1938, the patient had a sudden cardiac collapse and 
immediate death. This was exactly three hours 
before the operation for pyopneumothorax was to 
be done. 


I have attached to this report the autopsy find- 
ings on both mother and baby. It is very unusual, 
unfortunately, for us to obtain autopsies on both 
patients under these circumstances. The autopsies 


are condensed for your convenience and are not 
entirely complete; only essential ‘sections of the 
protocols being herewith submitted. 


Autopsy of Baby, Stillborn March 1, 1938 
(Touro)/—Brain and Calvarium: The calvarium is 
removed in the usual flower petal manner and 
the brain exposed to view. The falx cerebri shows 
no abnormalities. The right tentorium cerebelli 
shows no abnormality but the left tentorium cere- 
belli shows a well defined tear from which blood 
is actively oozing. A large amount of blood is 
present over the left cerebellum and base, in the 
form of a fairly large hematoma, located intra- 
cranially. The brain is removed and examined and 
it presents an extensive amount of softening and 
falls apart with no difficulty. 


Anatomic Diagnoses 


Stillborn. 

Tear of left tentorium cerebelli. 
Intracranial hemorrhage. 
Marked degeneration of brain. 
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Microscopic Findings 


Adrenal: Hydropic and parenchymatous degen- 
eration of cortex. Organ is generally edematous. 

Spleen: Acute exudative splenitis. 

Pancreas: Organ is generally edematous. 

Kidneys: Acute tubular nephritis, toxic termi- 
nal. Organ is generally edematous. Slight chronic 
interstitial nephritis. 

Liver: Rather widespread parenchymatous and 
fatty degeneration. Chronic passive congestion, as- 
sociated with some areas of extensive degeneration 
around the central veins. 

Mesenteric Lymph Nodes: Inflammatory hyper- 
plasia. 


Autopsy of Mrs. A. K. D.—Died August 1, 1938 
(Touro)—Anatomic Diagnoses 


_ 


Encapsulated empyema, postpneumonic, left 
side. 

Broncho-pleural fistula, left lower lobe. 
Atelectasis of left lung. 

Dilatation of the heart. 

Fibrinous and fibrous pleuritis, left. 

Edema and congestion of the right lung. 
Passive congestion of the liver, spleen and 
kidneys. 

8. Anomaly of the left ureter, and renal vessels. 
9. Previous appendectomy. 

10. Acute cystitis. 

11. Emaciation. 

12. Mesenteric and periportal lymphadenitis. 

13. Dextrocardia, mechanical. 

14. Retrosternal tumor. (Inflammatory reaction). 
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‘15. Chronic endometritis and cervicitis. 


16. Patent foramen ovale, well guarded by en- 
docardial flap. 


17. Calcified leiomyoma free in uterorectal fold. 
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18. Chronic passive congestion of liver. 

Culture from spleen: Gram negative bacillus. 

Culture from pleural abscess: Gram negative 
bacillus. 

Culture from pleural abscess: 
bacillus; gram positive diplococcus. 


Gram negative 


Microscopic Findings 
Lungs: Edema and emphysema; anthracosis; 
other areas show atelectasis; acute pleuritis. 
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Kidneys: Extensive tubular and parenchymatous 
degeneration, toxic terminal, involving the tubules 
and Malpighian corpuscles. 


Heart: Fibers are widely separated by serum 
and show extensive fatty degeneration; brown 
atrophy. 

Liver: Chronic passive congestion, marked. 
Columns of hepatic cells are extremely distorted 
and narrowed; many of the nuclei show pyknosis. 
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CALENDAR 


Board of Directors, Orleans Parish 
Medical Society, 8 p. m. 

Clinico-pathologic Conference, Hotel 
Dieu, 8:15 p. m. 

Fourteenth Stanford E. Chaillé Me- 
morial Oration, Orleans Parish 
Medical Society, 8 p. m. 

Eye, Ear, Nose and Throat Hospital 
Staff, 8 p. m. 

Clinico-pathologic Conference, Char- 
ity Hospital and L. S. U. Medical 
Center, 8 p. m. 

Hutchinson Memorial Clinic Staff, 
8 p. m. 

Mercy Hospital Staff, 8 p. m. 

Clinico-pathologic Conference, Touro 
Infirmary, 11:15 a. m. to 12:15 
p. m. 

Election of Officers, 1940, Orleans 
Parish Medical Society. Balloting 
between the hours of 10 a. m. and 
12 noon; 2 to 5 p. m., and 7 to 
8:30 p. m. in the Domicile of the 
Society, 1430 Tulane Avenue. 

Orleans Parish Medical Society, 8 
p. m. 

Eye, Ear, Nose and Throat Club, 
8 p. m. 

Clinico-pathologic Conference, Char- 
ity Hospital and L. S. U. Medical 
Center, 2 p. m. 

Touro Infirmary Staff, 8 p. m. 

I. C. R. R. Hospital Staff, 12 noon. 

New Orleans Dispensary for Women 
and Children Staff, 8 p. m. 

Hotel Dieu Staff, 8 p. m. 

Charity Hospital Medical Staff, 8 
p. m. 

Clinico-pathologic Conference, Char- 
ity Hospital and L. S. U. Medical 
Center, 2 p. m. 

Clinico-pathologic Conference, Touro 
Infirmary, 11:15 a. m. to 12:15 
p. m. 


December 4. 


or 


December 


December 6. 


og 


December 


December 9. 


December 11. 


December 12. 


December 13. 


December 15. 


December 18. 


December 19. 


December 20. 


December 21. 


December 26. Baptist Hospital Staff, 8 p. m. 
December 27. French Hospital Staff, 8 p. m. 
December 28. L. S. U. Faculty Club, 8 p. m. 





During the month of November the Society held 
its regular monthly meeting on Monday, November 
13. The following scientific program was pre- 
sented: 


SYMPOSIUM ON ACUTE APPENDICITIS 
The Aims of the Appendicitis Committee of the 


Surgical Section of the Southern Medical Asso- 
ciation 


_ EERE sen oe eee Lee ene Dr. Isidore Cohn 
The Diagnosis of Acute Appendicitis 

EES SE cn Pe Dr. H. Reichard Kahle 
Acute Appendicitis: Management of Suspected 

Cases 

| Rare ert ee EEL Dr. Samuel Karlin 
Age Factors in Acute Appendicitis 

i ckcdensdontncceetkicpet Dr. Charles J. Miangolarra 


At this meeting the following slates of officers 
for 1940 were handed in to the Secretary: 
PRESIDENT : 
Dr. Gilbert C. Anderson. 

Endorsed by Drs. H. B. Alsobrook, Dean H. 
Echols, Edwin H. Lawson, Neal Owens, and 
Edwin L. Zander. 

FIRST VICE-PRESIDENT : 
Dr. Lucian H. Landry. 
Endorsed by Drs. Mims Gage and Ambrose H. 
Storck. 
Dr. Edmund L. Leckert. 
Endorsed by Drs. J. E. Brierre, Wm. G. 
Troescher and Edwin L. Zander. 
SECOND VICE-PRESIDENT : 
Dr. Arthur Caire, Jr. 
Endorsed by Drs. Philip J. Bayon and Mims 
Gage. 
Dr. Andrew V. Friedrichs. 
Endorsed by Drs. H. B. Alsobrook, Roy B. 
Harrison and D. J. Murphy. 
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THIRD VICE-PRESIDENT : 
Dr. Daniel J. Murphy. 
Endorsed by Drs. H. B. Alsobrook, Frank J. 
Chalaron and Eugene H. Countiss. 
Dr. Eugene B. Vickery. 
Endorsed by Drs. W. E. Kittredge and John 
C. Weed. 
SECRETARY : 
Dr. Rawley M. Penick. 
Endorsed by Drs. Michael DeBakey and Am- 
brose H. Storck. 
Dr. Edwin L. Zander. 
Endorsed by Drs. Frank J. Chalaron, C. 
Grenes Cole and E. L. Leckert. 
TREASURER: 
Dr. W. Rogers Brewster. 
Endorsed by Drs. Conrad G. Collins and John 
C. Weed. 
Dr. Edwin H. Lawson. 
Endorsed by Drs. H. B. Alsobrook, L. C. 
Chamberlain and C. J. Vedrenne. 
LIBRARIAN : 
Dr. Donovan C. Browne. 
Endorsed by Drs. H. B. Alsobrook, Conrad G. 


Collins, Dean H. Echols and Edwin H. 
Lawson. 
ADDITIONAL MEMBERS OF BOARD: 


Dr. H. B. Alsobrook. 
Endorsed by Drs. C. Grenes Cole, E. R. Guidry 
and E. J. Richard. 
Dr. Oscar W. Bethea. 
Endorsed by Drs. Rufus H. Alldredge and 
Michael DeBakey. 
Dr. Max Green. 
Endorsed by Drs. Frank J. Chalaron, Roy B. 
Harrison and Edwin L. Zander. 
Dr. Cassius L. Peacock. 
Endorsed by Drs. Frank J. Chalaron, Joseph 
P. Palermo and C. J. Vedrenne. 
Dr. H. Vernon Sims. 
Endorsed by Drs. Clyde Brooks and W. E. 
Kittredge. 


Election of these officers will take place Satur- 
day, December 9, 1939. Balloting will take place 
between the hours of 10 a. m. to 12 noon; 2 to 5 
p. m.; and 7 to 8:30 p. m. in the Domicile of 
the Society, 1430 Tulane Avenue. ONLY MEM- 
BERS IN GOOD STANDING WILL BE ELIGI- 
BLE TO VOTE. 

At the November 13 meeting the following dele- 
gates and alternates of the Louisiana State Medi- 
cal Society were elected. All delegates and alter- 
nates were elected for a term of two years with the 
exception of the President who serves during his 
term of office only: 


DELEGATES 
Dr. Gilbert C. Anderson, President 
Dr. Edgar Burns 
Dr. Edward L. King 
Dr. Emmett Irwin 
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Dr. Edwin H. Lawson 

Dr. M. T. Van Studdiford 

Dr. Donovan C. Browne 

Dr. Mims Gage 

Dr. Guy A. Caldwell 

Dr. Randolph Lyons 

Dr. Cassius L. Peacock 

Dr. B. J. DeLaureal 

Dr. E. L. Leckert 

Dr. Curtis H. Tyrone 
ALTERNATES 

Dr. John J. Archinard 

Dr. L. C. Chamberlain 

Dr. Charles J. Miangolarra 

Dr. Frank Chetta 

Dr. Lucian H. Landry 

Dr. H. B. Alsobrook 

Dr. Lucien A. Fortier 

Dr. I. W. Kaplan 

Dr. Theo. F. Kirn 

Dr. J. P. Palermo 

Dr. James T. Nix 

Dr. Sidney M. Copland 

Dr. Nathan H. Polmer 

Dr. George D. Feldner 





A special meeting of the Society was called for 
Friday, November 17, 1939, to hear Dr. Jené Pélya, 
Professor of Surgery at the University of Buda- 
pest. The subject of his talk was “The Reestablish- 
ment of the Gastric Passage after Resection.” 


Professor Pélya came to this country to attend 
the meeting of the American College of Surgeons 
where he presented a paper and was given an 
honorary degree. He is Surgeon-in-Chief of the 
Polya Pavilion of the Saint Stephen’s Hospital, 
Budapest, and is a lecturer at the University of 
Budapest on surgery of the abdomen and on topo- 
graphic anatomy. 





The following doctors were elected to member- 
ship: ACTIVE: Dr. Edward deS. Matthews; IN- 
TERN: Drs. Hartwig M. Adler, Philip J. Begley, 
William K. Gauthier, Michael C. Kolezun, Marion 
E. Kopfler, J. D. Magee, Jr., Harry E. Nelson, 
William Trachtenberg, William W. Trice, Jr., 
Arthur Vandergrift, Jr., and Robert A. Wise. 





At the recent quarterly executive meeting of the 
Tuberculosis and Public Health Association of 
Louisiana, Dr. I. L. Robbins was appointed Chair- 
man of the Committee on Cooperation with the 
Orleans Parish Medical Society; Dr. Julius Lane 
Wilson, Chairman of the College Health Activities 
Committee and Dr. Sydney Jacobs was reappointed 
Chairman of the Early Diagnosis Campaign Com- 
mittee. 


Dr. Rupert E. Arnell has been informed of his 
appointment to the Louisiana Planning Committee 
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of the White House Conference on Children in a 
Democracy. 





Dr. Albert E. Casey has been elected to active 
membership in the American Association of Uni- 
versity Professors. 





The following members attended the meeting of 
the American Academy of Ophthalmology and 
Otolaryngology in Chicago, October 9-13: Drs. 
Charles A. Bahn, Henry Blum, William B. Clark, 
Charles L. Cox, Val H. Fuchs, George Haik, John 
J. Irwin, Monte F. Meyer, George J. Taquino, 
William A. Wagner and E. Garland Walls. 





Dr. Ansel Caine attended the meeting of the 
Anesthetic Travel Club in Hartford, Connecticut, 
and New York, October 9-14. He also attended 
the Association of Anesthetists of United States 
and Canada which met in Philadelphia, October 
16-20. 





Dr. Charles S. Holbrook presided at the meeting 
of the Southern Psychiatric Association held in 
Louisville, Kentucky, October 9-10. 





Dr. W. H. Perkins was elected Vice-President 
of the Southern Tuberculosis Conference for 
1939-40. 





Drs. Elizabeth Bass, Roy E. de la Houssaye, 
George J. DeReyna, Philip C. DeVerges, Edwin 
A. Socola and Haidee Weeks, members of the 
Medical Milk Commission, made an inspection tour 
and had a picnic lunch at Taft, Louisiana, on 
Sunday, October 22. 





Dr. George A. Mayer gave lectures in Shreve- 
port, Alexandria and Monroe during the week of 
October 23. 





Drs. C. C. Bass, B. I. Burns, Maxwell E. Lap- 
ham and John R. Schenken attended the meeting of 
the Association of American Medical Colleges in 
Cincinnati, Ohio, October 23 and 24. 





Dr. Guy A. Caldwell addressed the National So- 
ciety for Crippled Children in Dallas, Texas, Oc- 
tober 23. 





Dr. Shirley C. Lyons attended the meeting of 
the Residents and Ex-residents of the Mayo Clinic 
at Rochester, Minnesota, October 25-27. Dr. Lyons 
also attended the meeting of the Inter-state Post- 
graduate Medical Association of North America 
in Chicago, October 30-November 3. 





Drs. Gilbert C. Anderson, Michael E. DeBakey, 
Mims Gage and Hugh Page Newbill addressed the 
sessions of the Academy of Neurosurgery which 
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were held at Charity Hospital, October 27-28. Dr. 
Dean H. Echols is President of the Academy. 





Attending the meeting of the Central Associa- 
tion of Obstetricians and Gynecologists in Kansas 
City, November 2-4, were Drs. Rupert E. Arnell, 
Thomas B. Sellers, Earl C. Smith and Edwin L. 
Zander. Dr. Sellers was elected President of this 
organization for the year 1941. 





Dr. James K. Howles attended the American 
Academy of Dermatology which met in Philadel- 
phia, November 6-8. 





Dr. J. H. Musser presented a paper on “Abdom- 
inal Pain” at the meeting of the Inter-state Post- 
graduate Medical Association of North America in 
Chicago, October 30. 





Dr. Alton Ochsner presented a paper at the In- 
ternational Assembly of the Inter-State Post-gradu- 
ate Medical Association of North America in 
Chicago, November 3. Following this Dr. Ochsner 
attended several other meetings and later at- 
tended a joint meeting of the Board of Trustees 
of the American Medical Association and the Board 
of Regents of the American College of Surgeons 
in Chicago, November 16. 





Dr. Edwin A. Socola attended the meeting of 
the American Academy of Pediatrics held in Cin- 
cinnati, November 14-16. 

Drs. John H. Musser and P. T. Talbot attended 
the Conference of Secretaries and Editors of the 
American Medical Association in Chicago, Novem- 
ber 17 and 18. 





TREASURER’S REPORT 
Actual Book Balance 9/30/39...................... $3,665.62 


NI IND isaac seceesosicseeictnonsmsmvenniic 241.47 
TT II isi itinciccrccanssincettsigannetndceee $3,907.09 
October expenditures —.......00...00000220-00cecce.- 546.84 
Actual Book Balance 10/31/39............ $3,360.25 





LIBRARIAN’S REPORT 


During October, 61 volumes have been added to 
the Library. Of these 23 were received by gift, 14 
by binding, 1 by purchase and 23 from the New 
Orleans Medical and Surgical Journal. Notation of 
new titles of recent date is made below. 

Our records show that 1,197 volumes were loaned 
to physicians during the month. An additional 
1,065 were loaned to students for overnight use, 
giving us a total circulation of 2,262, the largest 
in the history of the Library. These figures do not 
include the great use of books and journals within 
the Reading Rooms. 
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Members of the staff have collected material 
on the following subjects at the request of phy- 
sicians: 

Urticaria. 

Preparation of Hasting’s stain. 

Heredity. 

Friedrich Wilhelm Alexander von Humboldt. 

Lead poisoning. 

Pleural effort. 

Physiology of the emotions. 

Suppurative parotitis. 

Socialized medicine. 

Gila monster poisoning. 

Psychoses of menstruation. 

NEW BOOKS 
Rockefeller Foundation: Annual Report, 1938. 
Rockefeller Foundation: International Health 

Board Annual Report, 1938. 

Institute Butanan: Memorias, v. 11-12, 1937-39. 

Rankin, F. W.: Cancer of the Colon and Rectum, 
1939. 

Hayden, E. P.: Rectum and Colon, 1939. 

Treves, Sir Frederick: Surgical Applied Anatomy, 

1939. 

Rappleye, W. C. ed.: Epidemic Encephalitis, 1939. 
May, C. H.: Manual of the Diseases of the Eye, 

1939. 

Adams, Francis, tr.: 

crates, 1939. 
Noyes, A. P.: Modern Clinical Psychiatry, 1939. 
Wolf, William: Endocrinology in Modern Practice, 

1939. 

Collens, W. S.: Peripheral Vascular Diseases, 1939. 
LeComte, R. M.: Manual of Urology, 1939. 
Goepp, R. M.: Medical State Board Questions and 

Answers, 1938. 


Genuine Works of Hippo- 


339 


Sutton, R. L.: Diseases of the Skin, 1939. 

Heffron, Roderick: Pneumonia, 1939. 

Huddleson, I. F.: Brucellosis in Man and Animals, 
1939. 

American Association for the Study of the Feeble- 
minded: Proceedings, v. 56, 1932. 

American Psychoanalytic Association: Bulletin, v. 
1, 1937-38. 

American Public Health Association: 
Branch Transactions, v. 6, 1937. 

U. S. Navy: Annual Report of the Surgeon-Gen- 
eral, 1936. 

Irons, E. E.: Last Illness of Sir Joshua Reynolds, 
1939. 

Sinai, 
1939. 

Stevens, F. L.: The Microthyriaceae, 1939. 

Oxford Medicine. v. 3 pt. 3, 1939. 

Baumgartner, Leona: John Howard, 1939. 

Smith, S. C.: Heart Patients, 1939. 

MeNeill, Clyde: Roentgen Technique, 1939. 

Engel, William: Sensible Dieting, 1939. 

Richards, L. G.: Otolaryngology, 1939. 

Scherf, David: Cardiovascular Diseases, 1939. 

Bauer, W. W.: Health Education of the Public, 
1937. 

Liljencrantz, Eric: Cancer Handbook, 1939. 

Brickel, A. C. J.: Surgical Treatment of Hand and 
Forearm Infections, 1939. 

Fishbein, Morris: Do You Want to Become a 
Doctor? 1939. 

Smith, F. C.: Proctology for the General Practi- 
tioner, 1939. 

Tobey, J. A.: Public Health Law, 1939. 


Southern 


Nathan: Medical Relief Administration, 





Gilbert C. Anderson, M. D., 
Secretary. 





a 
vv 


LOUISIANA STATE MEDICAL SOCIETY NEWS 
CALENDAR 


New Orleans Graduate Medical Assembly 
Louisiana State Medical Society 


February 26-29, 1940 
April 22-24, 1940 


New Orleans. 
New Orleans. 


PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS 


Society 


Date Place 
East Baton Rouge Second Wednesday of every month Baton Rouge. 
Morehouse Second Tuesday of every month Bastrop. 
Orleans Second Monday of every month New Orleans. 
Ouachita First Thursday of every month Monroe. 
Sabine First Wednesday of every month 


Second District 


THE PLATFORM OF THE AMERICAN 
MEDICAL ASSOCIATION 


The following are the tenets of the American 
Medical The Association advocates 
eight planks. Through its Board of Trustees it 
presents the following planks, which at various 
times have been recommended by the House of 


Association. 


Third Thursday of every month 


Delegates, and are reprinted below, together with 
explanatory paragraphs concerning each of these 
statements of principles. 

1. The establishment of an agency of federal 
government under which shall be coordinated and 
administered all medical and health functions of 
the federal government exclusive of those of the 
Army and Navy. 
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Today the medical and health functions of the 
United States are divided among a multiplicity of 
departments, bureaus, and federal agencies. Thus, 
the United States Public Health Service is in the 
Federal Security department; the Maternal and 
Child Welfare Bureaus in the Department of La- 
bor; the Food and Drugs administration in the 
Department of Agriculture; the Veterans’ Admin- 
istration and many other medical functions are 
separate bureaus of the government. The WPA, 
CCC, and PWA are concerned with a similarity of 
efforts in the field of preventive medicine. The 
Federal Works Administration and the Federal 
Housing Administration also have some medical 
functions. 


Since 1875, the American Medical Association 
has urged the establishment of a single agency 
in the federal government under which all such 
functions could be correlated in the interest of 
efficiency, the avoidance of duplication, and a sav- 
ing of vast sums of money. Such a federal health 
agency, with.a secretary in the cabinet, or a com- 
mission. of five or seven members, including com- 
petent physicians, would be able to administer the 
medical and health affairs of the government with 
far more efficiency than is now done. 


2. The allotment of such funds as the Congress 
may make available to any state in actual need for 
the ‘prevention of ‘disease, the promotion of health 
and the care of the sick on proof of such need. 

The physicians of the United States have given 
freely of their time and of their funds for the care 
of the sick. Their contributions to free medical 
service amount to at least $1,000,000 a day. The 
physicians of this country have urged that every 
person needing medical care be provided with such 
care. They have urged also the allotment of funds 
for campaigns against maternal mortality, against 
venereal disease, and for the investigation and con- 
trol of cancer. The medical profession does not 
oppose appropriations by Congress of funds for 
medical purposes. It feels, however, that in many 
instances states have sought aid and appropria- 
tions for such functions, without any actual need 
on the part of the state, in order to secure such 
federal funds as might be available. It has also 
been impossible, under present technics, to meet 
actual needs which might exist in certain states 
with low per capita incomes, with needs far be- 
yond those of wealthier states, in which vast sums 
are spent. 


It is proposed here simply that Congress make 
available such funds as can be made available for 
health purposes; that these funds be administered 
by the federal health agency, mentioned in the first 
plank of this platform, and that the funds be al- 
lotted on proof of actual need to the federal health 
agency, when that need be for the prevention of 
disease, for the promotion of health, or for the 
care of the sick. 
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8. The principle that the care of the public 
health and the provision of medical service to the 
sick is primarily a local responsibility. 

Obviously if federal funds are made available 
to the individual states for the purposes mentioned 
in the second plank of this platform, there might 
well be a lessened tendency in many communities 
to devote the community’s funds for the purpose, 
and, in effect, to demand that the federal govern- 
ment take over the problem of the care of the sick. 
Hence, it is suggested that communities do their 
utmost to meet such needs with funds locally avail- 
able before bringing their need to the federal 
health agency, and that the federal health agency 
determine whether or not the community has done 
its utmost to meet such need before allotting fed- 
eral funds for the purpose. 


4. The development of a mechanism for meeting 
the needs of expansion of preventive medical serv- 
ices with local determination of needs and local 
control of administration. 

The medical profession is not static. It wishes 
to extend preventive medical service to all of the 
people within the funds available for such a pur- 
pose. Obviously, this will require not only a federal 
health agency which may make suggestions and 
initiate plans, but also a mechanism in each com- 
munity for the actual expansion of preventive 
medical service and for the proper expenditure of 
funds developed both locally and federally. In 
the development of new legislation such mechan- 
ism may be suitably outlined. 


5. The extension of medical care for the indi- 
gent and the medically indigent with local determi- 
nation of needs and local control of administration. 

The medical profession does not yield to any 
other group in this country in its desire to extend 
medical care to all of those unable to provide them- 
selves with medical service. The American Medical 
Association through its House of Delegates has al- 
ready recognized the possible existence of a small 
group of persons able to provide themselves with 
the necessities of life commonly recognized as 
standard in their own communities, but not capable 
of meeting a medical emergency. It is recognized, 
however, that only persons of the same community 
fully familiar with the circumstances can deter- 
mine the number of people who come properly un- 
der such classification and that only persons in 
actual contact with such instances are capable of 
administering suitably and efficiently the medical 
care that may be required. Hence it is the plat- 
form of the American Medical Association that 
medical care be provided for the indigent and the 
medically indigent in every community but that 
local funds to be first utilized and that local agen- 
cies determine the nature of the need and control 
the expenditure of such funds as may be developed 
either in the community or by the federal govern- 
ment. 
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6. In the extension of medical services to all 
the people, the utmost utilization of qualified medi- 
cal anc hospital facilities already established. 


In the so-called National Health Program it is 
asserted that one-half the counties of the United 
States are without suitable hospitals, and vast 
’ sums are requested for the building of new hos- 
pitals. In contrast, reputable agencies within the 
medical profession assert that there are only 13 
counties more than 30 miles removed from a suit- 
able hospital and that in 8 of those 13 counties 
there are five people per square mile. In the 
United States today the percentage of hospital 
beds per 1,000 of population is higher than that 
of any other country in the world. This fact is 
completely ignored by those who would indulge in 
a program for the building of great numbers of 
new hospitals. 


Moreover, it seems to be taken for granted that 
hospital building has languished in recent years, 
whereas considerable numbers of hospitals have 
been built with federal funds by various state 
agencies and also by the PWA, the WPA and by 
the Federal Works Administration. 


Analyses may indicate that in many instances 
such hospitals were built without adequate study 
as to the need which existed or as to the possible 
efficient functioning once it was erected. More- 
over, there is evidence that in recent years many 
of the hospitals of the United States known as non- 
profit voluntary hospitals have had a considerable 
lack of occupancy due no doubt to the financial 
situation in considerable part. It seems logical to 
suggest then that such federal funds as may be 
available be utilized in providing the needy sick 
with hospitalization in these well established exist- 
ing institutions before any attempt is made to 
indulge in a vast building program with new hos- 
pitals. In this point of view the American College 
of Surgeons, the American Hospital Association, 
the Catholic Hospital Association, the Protestant 
Hospital Association and practically every other 
interested voluntary body agree. 


Again it has been argued that the demands for 
medical care in some sections of the country might 
require the importation of considerable numbers of 
physicians or the transportation of numbers of 
physicians in the areas in which they now are to, 
other areas. In this connection it would seem td» 
be obvious that a change in the economic status’ 
of the communities concerned would result prompt- 
ly in the presence of physicians who might be seek- 
ing locations. The utilization of existing qualified 
facilities would be far more economical than any 
attempt to develop new facilities. 


7. The continued development of the private 
practice of medicine, subject to such changes as 
may be necessary to maintain the quality of medi- 
cal services and to increase their availability. 
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In the United States today our sickness and 
death rates are lower than those of any great 
country in the world. This fact was recognized 
by the President of the United States when he 
sent the National Health Program to the Congress 
for careful study. The President emphasized that 
a low death rate may not mean much to a man 
who happens to be dying at the time of tubercu- 
losis. The medical profession recognizes the im- 
portance of doing everything possible to prevent 
every unnecessary death. At the same time it has 
not been established by any available evidence that 
a change in the system of medical practice which 
would substitute salaried government doctors for 
the private practitioner or which would make the 
private practitioner subject to the control of public 
officials would in any way lower sickness and 
death rates. 


There exists, of course, the fact that some per- 
sons are unable to obtain medical service in the 
circumstances in which they live and that others, 
surrounded by good facilities, do not have the 
funds available to secure such services. Obviously 
here again, there is the question of economics 
as the basis of the difficulty and perhaps lack of 
organization in distribution of medical service and 
a failure to utilize new methods for the distribu- 
tion of costs which might improve the situation. 


The medical profession has approved prepay- 
ment plans to cover the costs of hospitalization 
and also prepayment plans on a cash-indemnity 
basis for meeting the costs of medical care. It 
continues, however, to feel that the development 
of the private practice of medicine which has 
taken place in this country has led to higher stand- 
ards of medical practice and of medical service 
than are elsewhere available and that the mainte- 
nance of the quality of the service is fundamental 
in any health program. 


8. Expansion of public health and medical serv- 
ices consistent with the American system of de- 
mocracy. 

Careful study of the history of the development 
of medical care in various nations of the world 
leads to the inevitable conclusion that the intro- 
duction of methods such as compulsory sickness in- 
surance, state medicine and similar technics results 
in a trend toward communism or totalitarianism 
and away from democracy as the established form 
of government. The intensification of dependence 
of the individual on the state for the provision of 
the necessities of life tends to make the individual 
more and more the creature of the state rather 
than to make the state the servant of the citizen. 
Great leaders of American thought have repeatedly 
emphasized the fact that liberty is too great a 
price to pay for security. George Washington 
said, “He who seeks security through surrender 
of liberty loses both.” Benjamin Franklin said, 
“They that can give up essential liberty to obtain 
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a little temporary safety deserve neither liberty 
nor safety.” 

In these times when the maintenance of the 
American democracy seems to be the most im- 
portant objective for all the people of this coun- 
try, the people may well consider whether some 
of the plans and programs that have been offered 
for changing the nature of medical service are not 
in effect the first step toward an abandonment 
of the self-reliance, free will and personal re- 
sponsibility that must be the basis of a democratic 
system of government. 

THE NEW ORLEANS GRADUATE MEDICAL 
ASSEMBLY 


The fourth annual meeting of the New Orleans 
Graduate Medical Assembly, honoring Dr. Rudolph 
Matas’ sixtieth year in active practice, will be held 
February, 26-29, 1940, at the Roosevelt Hotel. 
Eighteen eminent speakers from many other lead- 
ing medical centers will attend the meeting, pre- 
senting practical advances which will be of great 
interest and value to all of the profession. The 
Assembly is justified in feeling proud of their 
honor guests. 





Dr. Francis M. Rackemann, guest allergist, is 
Physician to the Massachusetts General Hospital 
and in charge of the Allergy Clinic. He is also 
an Associate in Medicine at the Harvard Medical 
School. Dr. Rackemann is the author of numer- 
ous papers on allergy, hay fever, and asthma, 
including—‘AHergy, Particularly Asthma and Hay 
Fever” published by Macmillan in 1931. The topics 
of Dr. Rackemann’s addresses are “Intrinsic 
Asthma” and “The Pathology of Asthma.” The 
latter topic will be well illustrated by lantern 
slides, demonstrating the plugging of the bronchi, 
particularly in patients of the intrinsic group. 

The Section on Medicine will be represented by 
two guest speakers, namely, Dr. Fred M. Smith 
and Dr. James S. McLester. Dr. Smith is Pro- 
fessor of Theory and Practical Medicine at the 
State University of Iowa College of Medicine. The 
titles of his talks are “Cardiac Therapy” and 
“Diagnosis of Coronary Artery Disease.” Dr. 
McLester was President of the American Medical 
Association in 1936 and is the author of “Mono- 
graph on Diseases of Metabolism” and a textbook 
on “Nutrition and Diet.” His talks at the As- 
sembly will be “The Role of the Vitamins in 
Human Nutrition” and “Diet in Heart Disease.” 

Dr. David Preswick Barr is the guest speaker 
in Endocrinology. Dr. Barr is Busch Professor 
of Medicine at the Washington University School 
of Medicine, St. Louis. Dr. Barr has selected as 
his topics “The Relationship of the Pituitary Gland 
to the Body as a Whole” and “The Nature and 
Uses of the Male Sex Hormone.” 

Dr. Henry W. Woltman, Professor of Neurology 
and Psychiatry at the University of Minnesota 
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Graduate School will speak about “Neuritis” and 
“Headache.” 

Dr. John A. Toomey, Associate Professor of 
Pediatrics at the Western Reserve University 
School of Medicine, Cleveland, will present “Chemo- 
therapy in Acute Infectious and Contagious Dis- 
eases” and “Present Status of the Poliomyelitis 
Problem.” 

The other speakers and their subjects of dis- 
cussion will be published in subsequent articles. 

NATIONAL GASTROENTEROLOGICAL 
ASSOCIATION 


The Louisiana Chapter of the National Gastro- 
enterological Asscciation held its initial meeting 
of the active season on Thursday, October 26, 
1939 at Louisiana State University Medical Cen- 
ter. 

A motion picture film recording the behavior 
of the gallbladder, compliments of the Petrolagar 
Laboratories, was first on the program followed 
by a practical and timely paper read by Dr. 
Julius Bauer, entitled “Nervous Dysfunction of the 
Rectum.” Dr. A. L. Levin demonstrated a series 
of colored slides of gastric pathology as seen 
through the gastroscope, which were marvelously 
colored to depict pathology in natural tissue 
colors, uncannily differentiating the gastric mucous 
membrane of the various anatomic areas; in situ 
pictures of various peptic ulcers, from the super- 
ficial mucous lesions to perforating types; early 
and advanced carcinomata; all pictures offering 
the chance of early diagnosis, with greatly im- 
proved chances of relief which will soon be a 
standard procedure and just as much an adjunct 
to a complete diagnosis of gastrointestinal func- 
tion as the other armamentaria. 

Interesting cases were presented by Drs. Fast- 
ing and Weinberger, all of which excited lively 
discussions. 





— oO 


NEWS ITEMS 


A new building for the School of Medicine, Uni- 
versity of North Carolina, will be opened with 
appropriate exercises on Monday, December 4 at 
Chapel Hill. A list of distinguished educators 
and physicians will take part in the celebration. 
The important addresses will be given by Dr. 
David Riesman, Professor Emeritus of Medicine 
at the University of Pennsylvania, Dr. G. Canby 
Robinson of Johns Hopkins University, and Dr. 
Frank G. Boudreau of the Milbank Memorial Foun- 
dation. 








Dr. Ambrose H. Storck recently attended the 
annual meeting of the Surgeons Club in Balti- 
more and the Clinical Congress of the American 
College of Surgeons in Philadelphia. He was a 
guest speaker at the recent meeting of the Tri- 
state Medical Society at Marshall, Texas, discuss- 
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ing the recent advances in the management of 
hyperthyroidism. 





Dr. Frank R. Spencer, Boulder, Colorado, was 
chosen President-elect of the American Academy 
of Ophthalmology and Otolaryngology at the an- 
nual session in Chicago, October 11. He will 
succeed Dr. Frank E. Brawley, Chicago, when the 
latter becomes president of the Academy Janu- 
ary 1. Dr. Spencer will become president Janu- 
ary 1, 1941. 





There are vacancies for civilian physicians for 
service with the Civilian Conservation Corps in 
this Corps Area. To be eligible for such employ- 
ment, the applicant must be a member of the 
Medical Reserve eligible for active duty, promo- 
tion, and physically qualified. Rate of pay $3200 
per annum. 





From time to time, the journal Life prints some 
very interesting medical information with ap- 
propriate pictures. A recent number of this jour- 
nal describes the work of the Chief Medical Ex- 
aminer of the City of New York, largely in detect- 
ing murder. 





PHYSICAL EXAMINATION OF INDUSTRIAL 
WORKERS 

The Industrial Commission of Wisconsin has 
issued a declaration of principles concerning physi- 
cal examinations in industry. This includes in- 
formation as to the scope of the examination, in- 
cluding pre-employment and subsequent examina- 
tion, and discussion of whether or not different 
types of examinations should be given for dif- 
ferent types of employment. This brochure pre- 
sents rather advanced steps in procedure and may 
be of interest to those engaged in industrial medi- 
cine. Copies may be had from Mr. B. E. Kuechle, 
Vice-president and Claim Manager of the Em- 
ployers Mutual Liability Insurance Company of 
Wausau, Wisconsin. 


—_—_—_. 


PAY YOUR DOCTOR WEEK 


The Journal is in receipt of a notice to the 
effect that the week of November 27-December 2 
will be the second annual “Pay Your Doctor Week.” 
This is certainly a very worth while and meritori- 
ous suggestion. We are quite sure all doctors will 
be heartily in favor of this particular week in 
spite of the fact that they are celebrating every 
week in the year for some particular purpose. 





AMERICAN BOARD OF OPHTHALMOLOGY 


The only written examination in 1940 of the 
American Board of Ophthalmology will be held in 
various cities throughout the country on March 2. 
All applications must be received before January 
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1, 1940. Application blanks may be secured from 
Dr. John Green, 6830 Waterman Avenue, St. Louis, 
Missouri. 


AMERICAN BOARD OF OBSTETRICS AND 
GYNECOLOGY 
The written examination and review of case 
histories (Part I) for Group B candidates will be 
held in the various cities of the United States and 
Canada on Saturday, January 6, 1940, at 2:00 
p. m. 


APPROACHING MEETINGS 

The next meeting of the American Association 
for the Study of Goiter will be held April 15-17, 
1940, in Rochester, Minnesota. 

The Program Committee expects to meet for 
the consideration of papers soon after the first of 
the year. They would, therefore, appreciate hav- 
ing titles submitted as soon as possible, and in 
order to assist in the choice of papers and in the 
arrangement of the program a short abstract ac- 
companying the title would be of great help. 

S. F. Haines, 

Chairman Program Committee, 
102-110 Second Avenue S. W., 
Rochester, Minnesota. 





AMERICAN UROLOGICAL ASSOCIATION 


The next annual meeting of the Southeastern 
Branch of the American Urological Association 
will be held at the Buena Vista Hotel, in Biloxi, 
Mississippi, December 8 and 9. 

The Society takes this opportunity to extend to 
the physicians of the Southeast an invitation to 
attend this meeting. It is the intent and purpose 
of the Society that its programs shall not only 
serve its members, but that it shall also be offered 
as a form of postgraduate course open to all mem- 
bers of the profession in good standing. 

On the program will appear such speakers of 
national prominence as Dr. Charles M. McKenna, 
of Chicago; Dr. Roy Henlin, of New York; Dr. 
E. G. Crabtree, of Boston; Dr. Rubin Flocks, of 
Iowa City; Dr. Roger W. Barnes, of Los Angeles; 
Dr. Edward N. Cook, of Mayo Clinic; Colonel J. 
E. Ash, Curator Army Medical Museum, U. S. A., 
Washington, D. C. 





The officers of the United States Chapter of the 
International College of Surgeons cordially invite 
all physicians and surgeons in good standing to 
their Fourth Assembly, to be held in Venice, 
Florida, February 11-14, 1940. There is no regis- 
tration fee. 

For general information please address Dr. Fred 
H. Albee, Chairman, 57 West 57th Street, New 
York City. For information about the presenta- 
tien of scientific papers or exhibits, query Dr. 
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Charles H. Arnold, Secretary of the Scientific 
Assembly, Terminal Building, Lincoln, Nebraska. 


HEALTH OF NEW ORLEANS 


The Department of Commerce, Bureau of the 
Census, reports that for the week ending October 
14, there were 123 deaths in the City of New Or- 
leans, divided 83 white and 40 negro, of which 
deaths nine occurred in white and four in negro 
infants. This was a decrease of 26 deaths from 
the previous week. For the next week, ending 
October 21, 131 deaths occurred in the city, divided 
86 (two infants) white and 45 (eight infants) 
negro. Somewhat of an increase in the number of 
deaths took place among the former citizens of 
New Orleans, 159 people expiring, of whom 98 
were white and 61 negro. In this same week, that 
of October 28, eight deaths occurred in children 
under one year of age. During the week which 
closed November 4, 137 deaths were noted, 84 in 
the white and 53 in the negro population. Of 
these, six were white infants and five negro under 
one year of age. This total of 137 is a reduction 
of 15 in the death rate from the three-year aver- 
age for the corresponding week and is an improve- 
ment in our city death rate. 





INFECTIOUS DISEASES IN LOUISIANA 


Dr. J. A. O’Hara, epidemiologist for the State 
of Louisiana, has furnished us with the weekly 
morbidity reports for the state, which contain the 
following summarized information: For the forty- 
first week of the year, ending October 14, there 
were reported 179 cases of syphilis, 52 of whooping 
cough, 49 of pulmonary tuberculosis, 27 of pneu- 
monia, 24 of cancer, 20 of gonorrhea and 17 of 
diphtheria. Amongst the unusual diseases re- 
ported this week, two cases of typhus fever were 
listed from East Baton Rouge Parish and one from 
Orleans Parish. For the next week, which closed 
October 21, there were noted 102 cases of syphilis, 
40 of pulmonary tuberculosis, 34 of pneumonia, 29 
of cancer, 28 of diphtheria, 22 of gonorrhea, 11 of 
typhoid fever. The typhoid fever cases were well 
scattered throughout the state. Three cases of 
typhus fever were reported, one each from Beaure- 
gard, Caleasieu and Richland parishes. For the 
week closing October 28, there were 82 cases of 
syphilis listed, followed by 34 of whooping cough, 
31 of cancer, 25 of influenza, 24 of pulmonary 
tuberculosis, 21 of diphtheria, 14 of gonorrhea and 
12 of scarlet fever. For this week there were 
listed four cases of typhus fever originating in 
St. Tammany, Washington and Lafayette (2) 
parishes. The diphtheria cases were well below 
the five-year average and it seems reasonably cer- 
tain that were all children immunized against 
this disease before the age of two, the figures 
would be very much smaller. For the forty-fourth 
week of the year, syphilis as usual led all other 
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reported diseases by a very large margin, 302 
cases being reported. The following diseases oc- 
curred in numbers greater than ten: forty-eight 
cases of gonorrhea, 31 of cancer, 30 of pulmonary 
tuberculosis, 20 of pneumonia, 18 of diphtheria, 
11 of whooping cough. It is interesting to note 
that again there were reported patients who have 
typhus fever, this time one from Orleans Parish 
and one from Webster Parish. This is a disease 
which is either appearing more frequently than 
in the past, or more likely is being correctly diag- 
nosed. For the week which ended on Armistice 
Day, there were reported 110 cases of syphilis, 35 
of cancer, 32 of pneumonia, 23 of smallpox, 18 of 
whooping cough, 13 of diphtheria, 12 of pulmonary 
tuberculosis, 11 of influenza and 10 of malaria. 
One case of poliomyelitis was listed in Ouachita 
and two cases of smallpox, both from Union Parish. 





CORRESPONDENCE 
New Orleans Medical and Surgical Journal, 
New Orleans, Louisiana. 
Dear Sir: 

I am writing you regarding a man who is run- 
ning around the country buying glasses, especially 
from oculists, usually giving a check to the amount 
of $30.00. This man tries to simulate a farmer 
and he usually has a notation on the check for 
corn, cow, and hogs. The name on the check to 
him is no doubt forged and there is no doubt his 
endorsement on the back of the check is forged. 
The man is about five feet nine or ten inches tall, 
weighs about 155 pounds, light sandy hair, blue 
eyes, smooth shaven with a ruddy complexion. 

Should this man come into your office making 
an attempt to cash such check as the above de- 
scription, unless proved to be absolutely authentic, 
please notify the Sheriff of Nodaway County, 
Maryville, Missouri or the Sheriff of Grundy 
County, Trenton, Missouri. 

He usually signs his name on the back of the 
check in a very rough, but plainly legible hand 
and signs it W. C. Curran, and he usually wishes 
the difference between the amount of the check and 
the price of the glasses in cash, but does not call 
for the glasses. 

Should you have any information regarding a 
man of this description passing checks of the 
above description, please inform the sheriffs above 
named, Dr. R. C. Pearson, Maryville, Missouri or 
myself. 

Thanking you, I am 

Very truly yours, 
Herbert C. Kimberlin, M. D. 





WOMAN’S AUXILIARY 
Louisiana State Medical Society 
President—-Mrs. S. M. Blackshear, New Orleans. 


President-elect—Mrs. Roy Carl Young, Coving- 
ton. 
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First Vice-President—Mrs. H. O. Barker, Alex- 
andria. 

Second Vice-President—Mrs. 
Monroe. 

Third Vice-President—Mrs. 
Lake Charles. 


C. U. Johnson, 


W. P. Bordelon, 





Fourth Vice-President—Mrs. T. E. Strain, 
Shreveport. 

Treasurer—Mrs. W. R. Buffington, New Or- 
leans. 


Recording Secretary—Mrs. E. C. Melton, Plaque- 
mine. 

Corresponding Secretary—Mrs. 
New Orleans. 

Parliamentarian—Mrs. A. A. Herold, Shreve- 
port. 

Historian—Mrs. Joseph Bath, Natchitoches. 


Cc. R. Hume, 





PLANS FOR THE AUXILIARY, 1939-1940* 


Mrs. Romito K. PACKARD} 
Chicago 


Members and officers of the Woman’s Auxiliary 
should always bear in mind that our organization 
is an Auxiliary to the American Medical Associa- 
tion. To have a clear and definite understanding 
of our function, we must first know about the 
organization of the American Medical Association 
and how it carries on its work and attains its 
objectives. 

The title, the definition, and the objects of the 
American Medical Association, given in its Con- 
stitution, are as follows: 

“The name of this corporation is the American 
Medical Association; it is a federacy* of its con- 
stituent associations...” (*Federacy: A federation 
or union of several states under one central au- 
thority, consisting of delegates from each state in 
matters of general policy but self-governing in 
local matters. American Dictionary and Cyclo- 
pedia.) 

“The objects of the Association are to promote 
the science and art of medicine and the betterment 
of public health.” 

Under the provisions of the Constitution and 
By-Laws of the American Medical Association, its 
House of Delegates is composed of delegates 
elected by the constituent associations, meets an- 
nually, and is the governing body of the Associa- 
tion. In the interim between meetings of its House 
of Delegates, the American Medical Association 
functions through the following organizational 
set-up: 

1. The Officers of the American Medical As- 
sociation. 

*Taken from the Bulletin of the Woman's Auxiliary to 
the American Medical Association. 

+President of the Woman's Auxiliary 
Medical Association. 





to the American 


345 


The Board of Trustees. 

Judicial Council. 

Council on Medical Education and Hospitals. 
Council on Scientific Assembly. 

The Journal of the American Medical As- 
sociation. 

7. Special Journals. 

8. Council on Pharmacy and Chemistry. 

9. Council om Physical Therapy. 

10. Council on Foods. 

11. Council on Industrial Health. 

12. Committee on Scientific Exhibit. 

13. Bureau of Legal Medicine and Legislation. 

14. Bureau of Health Education. 

15. Bureau of Investigation. 

16. Bureau of Medical Economics. 

17. Chemical Laboratory. 

18. Library. 

The reports of the Officers, of the Board of 
Trustees and of the various Councils, Committees 
and Bureaus are presented to the House of Dele- 
gates at its annual meeting for their considera- 
tion, acceptance, rejection or alteration. All of 
these reports and all of the official actions of the 
House of Delegates are published in the Journal 
of the American Medical Association. The work 
is correlated and directed during the year by the 
Officers and Board of Trustees. While each of the 
organizational units works independently, they 
must of necessity, in many instances, function to- 
gether in order to produce the objectives sought. 

The Woman’s Auxiliary is organized only to 
assist in the work of the American Medical As- 
sociation and under its direction. Its organiza- 
tional structure is somewhat similar to that of the 
American Medical Association and its committees 
must of necessity outline their programs, but like- 
wise of necessity must correlate their interlocking 
activities. Although there is more or less need 
for activities of various committees, yet each is 
essential to the organization. The Officers and 
members of the Board should attempt to correlate 
activities in order to meet the needs and the most 
important problems at any given time. 

Auxiliary members must be familiar with the 
organization of the American Medical Association 
and with the accomplishments of its various Coun- 
cils, Committees and Bureaus, if they are to func- 
tion in the true realm of an Auxiliary and lend 
the greatest aid as an Auxiliary to the parent 
body. 


a 


EDUCATION IN REGARD TO TUBERCULOSIS 


This briefly reviews a project undertaken by 
the Woman’s Auxiliary to The Orleans Parish 
Medical Society. 

Through a carefully planned campaign we felt 
we could make a genuine contribution to lowering 
the incidence of tuberculosis in New Orleans. This 
project was approved by our Advisory Council. 
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We had permission from Dr. Shirley Lyons, Presi- 
dent of The Orleans Parish Medical Society, to 
call for speakers from a bureau appointed by him. 
The cooperation of the doctors and their response 
to the numerous calls made upon them deserves a 
very fine tribute. It was through their excellent 
talks that groups all over the city were given an 
intelligent understanding of tuberculosis. They 
made people conscious of the dangers of this in- 
sidious disease and the best methods by which it 
might be brought under control. 


In schools and to employees in industry the fol- 
lowing doctors gave talks, many of them illustrated 
with excellent moving pictures provided by the 
National Tuberculosis Association: Drs. Robert 
Strong, Morrell Miiler, Robert Bernhard, Jules M. 
Davidson, Max Hattaway, Willard Wirth, I. L. 
Robbins, Peter Everett, George Brown, J. H. Mus- 
ser, Samuel Sternberg, Lewis Levy, Emil Bloch, 
A. N. Houston, C. J. Miangolarra, Anees Mogab- 
gab, Edwin Tucker, Shirley Lyons, Sidney Jacobs, 
H. P. Marks, Sims Chapman, Suzanne Schaefer 
and F. R. Gilpin. 


These addresses followed an important program 
of education which had been carried out in the 
schools. The plan which follows owes much to the 
intelligent and well informed counsel of Mrs. John 
McBryde of the Tuberculosis and Public Health 
Association of Louisiana and Miss Marietta Roc- 
quet of the Tuberculosis Committee of New Or- 
leans. Superintendent Nicholas Bauer not only 
approved of our program but also gave us gener- 
ous assistance in carrying it out. 


To each principal, both white and colored, was 
given a folder containing the best material cover- 
ing the control of tuberculosis. This presentation 
was made in conjunction with an address and the 
showing of a film. 

The National Tuberculosis Association publishes 
an interesting and beautiful series of colored post- 
ers suitable to all grades in the schools. These 
posters are designed to attract the attention of 
children and make them conscious of the great 
value of radiant health. Posters were placed in 
every classroom in the public schools. 

We contacted all the parent-teacher groups in 
the city, public, parochial and private, offering to 
arrange for them an address by a doctor. We had 
many acceptances. Whenever possible the lecture 
was illustrated with a moving picture. We always 
gave posters to the school. 

Knowing that tuberculosis does its most serious 
damage in early adult life we extended our con- 
tacts to groups in the industrial world. The fol- 
lowing firms arranged either to have one of our 
doctors speak to their employees at a meeting or 
to have their own doctor do so: Godchaux’s, Has- 
pel Bros., Inc., D. H. Holmes Co., Famous Stern- 
berg, Inc., Feibleman-Sears, N. O. Public Service, 
Hausmann, Coleman E. Adler and Sons, Grune- 
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wald Music Store, Dunlap Sporting Goods, Krauss, 
Marks Isaacs and Maison Blanche. All of these 
firms accepted and displayed our posters. 

At the annual meeting of the Parent-teacher’s 
Association for the State we were invited to show 
films. Through the courtesy of Mr. J. G. Ewing 
and Sons, Motion Picture Equipment Co., we 
showed them repeatedly there and later in all the 
public schools equipped with the necessary screens. 

The newspapers, recognizing the value of this 
work, gave it excellent publicity. 

This has been an educational campaign not only 
to direct public attention to the widespread dangers 
of tuberculosis, but, more important, to emphasize 
the need for an informed and concerted effort to 
bring this insidious disease under control. 

Members of the committee were Mrs. W. W. 
Butterworth, Mrs. F. E. LeJeune, Mrs. E. C. 
Faust, Mrs. W. J. Healy, Mrs. W. H. Harris, Mrs. 
H. J. Schattenberg, Mrs. J. A. LaNasa, Mrs. 
Mannie Mallowitz, Mrs. J. E. Isaacson, and Mrs. 
H. B. Gessner, chairman. Mrs. J. W. Warren and 
Mrs. J. M. Davidson were ex-officio members. 





In the future we hope to have other articles 
describing the educational and philanthropic work 
being done in the state by the individual auxil- 
iaries. The ideas and methods set forth may be 
altered to other communities. Mrs. Hermann B. 
Gessner, a Past President of the Louisiana State 
Auxiliary, and chairman of the project, has 
brought to this work a deep interest and valuable 
experience in public work. 





CALCASIEU PARISH 


The Calcasieu Parish Medical Auxiliary held its 
first luncheon meeting of the year at the Bell 
Community Club House of Lake Charles, Friday, 
October 20, at one o’clock. Mrs. W. P. Bordelon, 
president for the coming year, presided. 

Mr. R. F. Cisco, the guest speaker, gave an 
interesting and informative talk on the “Function- 
ing of the By-laws of the Association of Com- 
merce.” Points were explained and the relation- 
ship of the Association to the entire community 
and the countless ways in which it is of service 
were brought out by the speaker. 

During the business meeting arrangements were 
made for the usual donations for Thanksgiving 
food baskets; it was also decided to continue with 
the giving of Christmas food baskets, both being 
a yearly custom of the Auxiliary. Ways and means 
were considered by which the organization can 
help the doctors with their new library at the St. 
Patrick’s Hospital; also to what extent the mem- 
bers can give their aid to the Child Welfare 
League, in which work the Auxiliary often as- 
sists, Mrs. Louis Hebert serving on the board. 
As an important part of the year’s work, we will 
continue to give prizes for the best essay, written 
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by the seventh grade pupils of the parish schools, 
on a subject taken from Hygeia magazine. 

At the November meeting the speaker will be 
Dr. Walter Moss who will show moving pictures 
and discuss the question of “Cancer Control.” 


Mrs. G. E. Barham, 
Publicity Chairman. 


RAPIDES PARISH 


The Rapides Parish Auxiliary met on Novem- 
ber 10, in Alexandria at the home of Mrs. W. B. 
Pearce for its second regular meeting of the year. 

Mrs. M. H. Foster, President, conducted the 
business meeting and introduced the two guest 
speakers: Dr. Claybrook Cottingham, President of 
Louisiana College, who spoke on “World Events”, 
and Mrs. S. M. Blackshear, President of the State 
Auxiliary, who spoke on “Organization and Co- 
operation.” 

Following these two splendid addresses, the 
members and guests were delightfully entertained. 

Mrs. H. Aubrey White, 
Publicity Chairman. 





Mrs. S. M. Blackshear called together members 
of the Board of the Woman’s Auxiliary to the 
Louisiana State Medical Society, for a meeting on 
October 26, at her home in New Orleans. It was 
a splendid meeting with twenty-seven members 
present, many of whom came from out of town. 

Respectfully submitted, 


Mrs. Edgar Burns, 
Press and Publicity Chairman. 
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IN REGARD TO PUBLIC RELATIONS 
To The Presidents of the Parish Auxiliaries: 

From time to time, during the coming year, I 
hope to have suggested helpful material to send 
you. Should the nature of the material be that 
which would make an interesting program at your 
monthly meeting, I would suggest that either you 
or your Chairman of Public Relations, read the 
pamphlet to your auxiliary. 

As stated by our national constitution, the first 
object of the Woman’s Auxiliary is through its 
members to extend the aims of the medical pro- 
fession to all organizations which look to the ad- 
vancement of health education. 

Perhaps, with this in mind, your meeting could 
be made a “get-together” of all the womans’ clubs 
in the parish. Invite the Auxiliaries of the or- 
ganizations to tea; let the Medical Auxiliary be 
hostess, and have one of the doctors of your parish 
society talk on Socialized Medicine. Our State 
President, Mrs. Blackshear, suggests that we en- 
deavor to make such a meeting an annual event. 

Please bring this matter up before your auxil- 
iary at your next meeting, and let me know what 
the response was. 

Sincerely hoping that during these times of con- 
fusion and misunderstanding, due for the most 
part to misinformation on medical problems, the 
Public Relations function of the Auxiliary will 
meet the expectations of those who have entrusted 
this duty to us, I am 

Very truly yours, 

Mrs. F. Creighton Shute, 
Chairman, Public Relations Committee 
Woman’s Auxiliary to the Louisiana 
State Medical Society. 
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BOOK REVIEWS 


Do You Want To Become A Doctor?: By Morris 
Fishbein, M. D. New York, Frederick A. Stokes 
Co., 1939. Pp. 176. Price $1.50. 

When a young man plans to become a doctor 
it is necessary for him, except under unusual 
circumstances, to make the decision before or soon 
after he has entered college. At this time there 
are a host of questions having to do with his im- 
mediate training and his more remote training in 
the future that he will have to have answered. 
It is very difficult at times to get the information, 
hard both for the prospective physician and equally 
difficult for his parent who is likewise interested 
in knowing how long he will have to support his 
son or daughter while he or she is obtaining an 
education. To answer these questions, Fishbein 
has prepared this book. He has collected many 
data and so can give a tremendous number of facts 
which are difficult to get or obtain under ordinary 
circumstances. 


As indicative of the contents of the book a few 
of the chapter heads might be quoted with a brief 
recital of their contents: “Preparation for Medi- 
cal School” has to do with a list of accredited 
schools, the courses that should be taken, aptitude 
tests and so on. The next chapter, “Choice of a 
Medical School” gives a historical synopsis of the 
schools, the size of the faculties, the names of 
deans, the tuition fees and other pertinent facts 
about every recognized medical school in the coun- 
try. Chapter Four, on the “Cost of Medical Edu- 
cation,” will be an eye-opener to the parent of the 
embryo doctor. Not only will he be astounded at 
the cost of his education, but the sibling will also 


. be surprised at how much it costs the medical 


school to educate the individual student. Having 
entered the school, the next important step in the 
life of the doctor-to-be is the internship. Chapter 
Five gives much pertinent information. Succeed- 
ing chapters have to do with “State Licensing 
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Examinations,” with “The Specialist,” together 
with a chapter “On Beginning Practice.” The 
section on “The Accessory Professions” deals with 
the laboratory technician, the physiotherapist, the 
occupational therapist and very briefly with other 
occupations tied up with the medical profession. 
The last two chapters consider “The Future of 
Medical Practice” and the “Contribution of Medi- 
cine to Public Welfare.” This final chapter con- 
cludes with an optimistic note on the future of 
medicine. 

This handbook should prove valuable to every 
high school or college student who is preparing, 
or is likely, to take up medicine as a profession; 
it should be of great service to the medical student; 
it should be read by the intern if he does not know 
what he wishes to do with his future, and lastly 
it might be well for the individual doctor to have 
it at hand because he surely will be consulted by 
parents of sons, or the sons themselves, who may 
want information concerning medical education. 

J. H. Musser, M. D. 


Manual of the Diseases of the Eye: By Charles H. 
May, M. D. Baltimore, William Wood & Co., 
1939. Pp. 515. Price $4.00. 

In the sixteenth edition of this widely used text 


several chapters have been rewritten. Material on 
perforating’ wounds of the globe has been assem- 
bled into a separate chapter. New material in- 
cludes sections on compensation for eye injuries 
and visual standards for operating motor vehicles. 
Numerous color plates of external diseases and of 
fundus lesions have been added. 

The book maintains the original purpose of the 
author in presenting a concise and practical man- 
ual for students and general practitioners. 

P. W. RENKEN, M. D. 


Modern Clinical Psychiatry: By Arthur P. Noyes, 
M. D. Philadelphia, W. B. Saunders, 1939. Pp. 
570. Price $5.00. 

Deserving of comment is the appearance of a 
second edition of this meritorious work and there 
are several striking characteristics about the vol- 
ume. These are its admirable simplicity and clar- 
ity and its mature, profound and scientifically ac- 
curate viewpoints. 

Doctor Noyes has revised his previous presen- 
tation of many psychiatric concepts that are now 
accepted as fundamental and he has added many 
of the observations and conclusions contained in 
the unusually rich and stimulating psychiatric 
literature of the past five years. There has been 
a widening recognition that man is a unitary- 
reacting, biological but social organism and that 
psychiatry is engaged with the difficulties which 
human beings as individual organisms experience 
in their psychobiologic adaptation. Psychiatry is 
therefore becoming more concerned with emotional 
or other inabilities of the personality that prevent 
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the individual’s adjustment either at the social or 
physiologic level. 

Admirably described in detail is the pharma- 
ceutical treatment of certain of the major mental 
disorders, especially by shock or by the use of con- 
vulsant agents. 

There has been added to the second edition an 
excellent chapter on psychiatry and general medi- 
cine. Herein the reader is told that one cannot 
split the individual into a mental part and a phy- 
sical part and that the interpenetration and inter- 
dependence of body and mind are so intimate and 
subtle that there seems to be no physical condition 
which may not be attended by emotional concomit- 
ants and no emotional state that may not evoke 
physical symptoms, real or apparent. Emotional 
and personality factors enter to some degree into 
any illness or injury and at times become serious 
complications. 

The book is quite complete and wholly satisfac- 
tory. It will undoubtedly occupy a conspicuous 
place in psychiatric literature and be a valuable 
aid to those who make use of it. 

C. P. May, M. D. 


The Genuine Works of Hippocrates: By Francis 
Adams, LL.D. Baltimore, The Williams & Wil- 
kins Company, 1939. Pp. 384. Price $3.00. 
This is a reprint of Francis Adams’ excellent, 

oft quoted, but too little read translation of the 

genuine “works” of Hippocrates. It appears in 
excellent format and typography at a reasonable 
price. 

B. BERNARD WEINSTEIN, M. D. 
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PUBLICATIONS RECEIVED 


American Medical Association, Chicago: The 
Vitamins, A Symposium arranged under the aus- 
pices of the Council on Pharmacy and Chemistry 
and the Council on Foods of the American Medical 
Association, 1939. 

Lea & Febiger, Philadelphia: Tumors of the 
Skin by Joseph Jordan Eller, M. D. 

J. B. Lippincott Company, Philadelphia: Frac- 
tures by Paul B. Magnuson, M. D., F. A. C. S. 

The Macmillan Company, New York City: A 
Manual for Diabetic Patients by W. D. Sansum, 
M. D., Alfred E. Koehler, Ph. D., M. D., and Ruth 
Bowden, B. S. 

W. B. Saunders Company, Philadelphia: Cancer 
of the Larynx by Chevalier Jackson, M. D., Sc. D., 
LL. D., F. A. C. S., and Chevalier L. Jackson, 
A. B., M. D., M. Se. (Med.), F. A. C. S. 

The Williams & Wilkins Company, Baltimore: 
An Introduction to Dermatology by Norman Wal- 
ker, Kt, M. D., LL. D., F. R. C. P., and G. H. 
Percival, M. D., Ph. D., F. R. C. P. Medical Record 
Visiting List for 1940. Epidemiology in Country 
Practice by William Norman Pickles, M. D., 
(Lond.). 








